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INTRODUCTION 


At  Niagara  Falls,  Ontario,  during  the  middle  of  the 
winter  of  1963 , there  occurred  a small  conference  of  persons  who 
by  reason  of  their  professions  and  activities  were  able  to  share 
with  one  another  a very  great  deal  in  the  way  of  knowledge  and  under- 
standing about  the  problem  of  narcotic  addiction  in  Canada. 

A comparable  gathering  had  never  been  held  before  and 
may  never  be  held  again.  In  order  to  help  those  who  took  part  to 
make  maximum  use  of  what  was  said  at  that  conference,  this  confidential 
summary  of  proceedings  has  been  prepared  from  recordings  made  at 
the  time. 

Some  of  the  material  available  to  delegates  at  this 
narcotic  addiction  conference,  was  circulated  in  advance  and  certain 
parts  of  it  (omitting  case  histories  and  papers  previously  published 
elsewhere)  are  included  here  as  Appendices  I to  IV.  Except  for 
certain  detailed  case  references,  everything  presented  verbally  at 
the  conference  is  included  in  the  main  text,  together  with  minutes 
of  the  resulting  discussions. 

Since  it  was  made  clear  to  the  delegates  that  their 

deliberations  were  not  being  reported  publicly,  the  circulation  of 

these  proceedings  is  restricted.  Re-publication  of  anything  said 

here  is  only  possible  if  expressed  consent  is  obtained  from  those  to 

whom  arQT  statements  are  to  be  attributed. 

>1 
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NARCOTIC  ADDICTION  CONFERENCE,  Niagara  Falls,  Ontario 


OPENING  SESSION,  Friday,  February  22,  1963 

Chairman:  Dr,  G.  E,  Hobbs, 
Department  of  Psychiatry 
And  Preventive  Medicine, 
University  of  Western  Ontario, 
London,  Ontario. 


The  chairman  called  on  Mr.  H,  David  Archibald,  Executive 
Director  of  the  Alcoholism  and  Drug  Addiction  Research  Foundation 
of  Ontario  to  say  a few  words  about  the  nature  of  this  conference, 

Mr.  Archibald  welcomed  all  delegates,  particularly  those 
who  had  come  from  other  countries.  Lady  Frankau  and  Dr.  Schur. 

The  purpose  of  the  conference,  he  explained,  was  to  examine 
through  the  eyes  of  those  present  the  position  of  narcotic  addiction 
problems  in  Canada  today  and  to  explore  various  approaches  which  may 
be  taken  toward  it,  A very  great  deal  of  experience  in  the  field 
was  represented  among  the  delegates  and  he  did  not  expect  that  all 
the  viewpoints  expressed  would  be  endorsed  unanimously. 

He  stressed  that  we  should  not  be  interested  in  winning 
arguments.  When  the  focus  is  on  winning  arguments  the  situation  is 
not  conducive  to  expansion  of  knowledge.  What  was  wanted  was  free 
and  open  discussion,  which  would  enhance  ever3dDody*s  knowledge. 

In  order  to  ensure  free  discussion,  the  press  had  been 
excluded.  However  the  proceedings  were  being  recorded  in  order  to 
facilitate  summarization  of  the  discussion  at  some  later  date. 

It  was  not  expected  that  there  would  be  clear  conclusions  and 
recommendations  emerging  from  this  meeting. 

Mr,  Archibald  then  introduced  the  three  chairmen.  Dr,  Hobbs, 
Dr,  MacFarlane  and  Dr,  Armstrong;  then  he  turned  the  meeting  back 
to  Dr,  Hobbs, 

Dr.  Hobbs  asked  each  individual  around  the  room  to  identify 
himself.  Proceedings  then  began  with  the  papers  which  follow. 
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FACTS  AND  FIGURES  RELATING  TO  NARCOTIC  CONTROL  Ar®  ADDICTION  IN  CANADA 

Ro  Co  Hammond,  Chief, 

Division  of  Narcotic  Control, 

Dept,  of  National  Health  & Welfare, 
Ottawa,  Canada, 

Narcotic  addiction  is  of  constant  concern  to  the  medical  profession 
and  the  public.  Probably  there  is  no  other  medical  or  social  problem  more 
widely  discussed  yet  less  understood  than  narcotic  addiction.  The  subject 
provides  excellent  press.  Frequently  "we  read  or  hear  about  a new  approach  to 
addiction.  Invariably  those  sponsoring  the  new  look  have  had  little  actual 
experience  in  dealing  with  addicts.  Those  who  come  in  daily  contact  with 
addiction  and  its  many  ramifications  are  conscious  of  the  fact  that  there  exists 
a great  need  for  factual  information  in  the  field  on  the  part  of  all  - for 
research  in  welfare,  social  and  m^ental  health  areas.  There  is  need  for  this 
brought  about  by  the  increasing  demand  and  complexities  of  our  present  way  of 
life. 


Equally  important,  I think,  in  our  fight  against  addiction  would  be  to 
ensure  that  full  advantage  is  taken  of  the  experience  gained  in  the  past.  It  is 
most  desirable  and  in  fact  imperative  to  provide  treatment  for  those  who  are 
properly  motivated.  Also  important  is  to  ensure  effective  controls  are 
maintained  over  drugs  and  by  so  doing  eliminate  the  spread  of  addiction. 
Similarly,  enforcement  measures  have  a very  definite  part  to  play. 

Fortunately,  only  limited  supplies  of  narcotics  brought  into  this  country 
for  medical  use  are  diverted  to  the  illicit  traffic.  This  is  not  generally 
understood.  Broadly  speaking,  our  methods  of  control  have  been  unusually 
effective  although  there  is  always  the  desire  to  achieve  greater  objectives. 

The  material  causing  the  problem  is  heroin.  It  is  smuggled  into  Canada 
and  of  course  emanates  from  areas  where  sufficient  supervision  is  not  maintained 
over  production  and  distribution  of  opium,  its  alkoloids  and  derivatives. 
Unquestionably,  many  countries  throughout  the  world  today  are  suffering  from 
problems  brought  about  by  over-production  of  opium.  For  many  years  in  some 
underprivileged  countries,  opium  has  been  cultivated  as  a cash  crop.  In 
recent  years,  the  almost  universal  acceptance  of  synthetic  analgesics  such  as 
pethidine  in  lieu  of  morphine  in  medicine  has  accentuated  this  problem, 

lEGISLATTON 

The  Narcotic  Control  Act  and  Regulations  provide  the  legislation  to 
control  narcotics  in  Canada,  It  is  federal  in  scope  and  unlike  the  United 
States,  there  are  not  provincial  laws  pertaining  to  narcotics. 

The  Act  itself  provides  the  necessary  measures  to  deal  effectively  with 
trafficking  through  administrative  arrangements  with  the  R,C,M.  Police  and 
they  enforce  that  Act. 

Included  in  the  Act  is  the  Schedule  of  Drugs  coming  under  narcotic 
classification.  Drugs  discovered  as  having  addiction  producing  and  addiction 
sustaining  liabilities  may  be  added  to  this  Schedule  as  necessity  demands. 
Additions  are  usually  made  on  the  recommendation  of  the  World  Health 
Organization , 
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The  regulations  made  under  the  Act  furnish  the  needed  controls  over  the 
distribution  of  material  used  in  medical  practice o Firms  wishing  to  import 
or  manufacture  narcotic  products,  or  merely  distribute  them,  must  obtain  an 
annual  license  to  do  so  from  the  Department®  The  issuance  of  permits  to  import 
or  export  material  is  restricted  to  these  licensed  dealers® 

M2^1JRES_CF  CONTROL 

Rigid  standards  must  be  met  before  a license  is  granted®  There  are 
approximately  175  companies  in  Canada  authorized  to  deal  in  narcotics®  By 
way  of  comparison  there  are  in  the  neighborhood  of  500  companies  in  Canada 
presently  licensed  to  deal  in  controlled  drugs®  Most  narcotic  dealers  are 
also  licensed  to  deal  in  controlled  drugs®  The  license  issued  to  each  holder 
is  restricted  to  the  type  of  activities  to  be  followed  such  as;  manufacturing 
and  distributing  or  merely  distribution  of  medication  in  the  form  in  which  it 
is  received® 

Complete  records  over  all  transactions  are  required  to  be  maintained 
by  licensed  dealers  and  monthly  reports  of  sales  are  submitted  to  the  Department® 
Authorized  companies,  of  course,  are  restricted  in  their  sales  to  another 
licensed  dealer,  pharmacist,  physician  or  hospital®  A signed  order  from  the 
purchaser  must  be  obtained  before  shipment  is  made®  Responsibility  is  placed 
upon  the  narcotic  dealer  to  ensure  that  all  orders  received  are  acceptable 
and  authentic®  With  these  measures  of  control  little  material  reaches  the 
illicit  traffic  except,  of  course,  in  case  of  theft® 

To  supplement  the  controls  mentioned,  a staff  of  departmental  inspectors 
visi  annually  each  company  and  actually  audit  stock  and  records® 

A combination  registration  and  purchase  card  is  maintained  in  the 
department  for  every  professional  person  and  hospital  entitled  to  purchase 
narcotics®  Keeping  these  cards  complete  and  up  to  date  is  made  possible 
from  information  supplied  by  the  provincial  licensing  bodies  of  each  province 
and  profession®  Excellent  co-operation  and  assistance  are  given  by  these 
organizations®  Although  in  the  light  of  certain  problems  which  occur  and 
which  are  becoming  increasingly  troublesome,  it  would  seem  highly  desirable 
to  have  a central  registration  for  all  professions  in  respect  to  the  purchase 
of  narcotics  and  controlled  drugs® 

Retail  pharmacists  are  required  by  law  to  keep  records  of  all  narcotics 
purchases  and  dispensed®  At  four  month  intervals,  reports  of  sales  are 
received  from  them®  In  the  case  of  licensed  dealers,  a monthly  report  is  made® 
Present  staff  would  not  permit  the  processing  of  reports  from  pharmacists  on 
a monthly  basis®  There  are  over  5 >000  retail  pharmacists  operating  in  Canada 
at  the  present  time® 

Routine  inspections  of  these  pharmacies  are  carried  out  by  our 
inspectional  staff®  To  make  this  work  effective,  records  of  the  medication 
purchased  from  licensed  dealers  by  each  pharmacist  are  furnished  to  inspectors 
before  work  is  commenced  in  an  area®  When  retail  pharmacists*  reports  are 
received  in  the  Department,  they  are  checked  by  a staff  of  trained  personnel 
and  all  significant  information  extracted®  These  records  make  it  possible  to 
correlate  a great  deal  of  factual  information  emanating  from  all  parts  of  Canada® 
This  covers  not  only  details  as  to  the  amounts  and  type  of  medication  being 
purchased  and  prescribed  and  dispensed  but  also  information  retarding  the 
individuals  who  continuously  obtain  narcotics  from  one  or  several  sources® 
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The  Department  also  receives  from  the  RoCoMo  Police  reports  relating  to 
illicit  narcotic  investigations  and  prosecutions o Monthly  intelligence  reports 
also  are  supplied  and  the  details  furnish  a wealth  of  information  relating  to 
existing  narcotic  situations  in  all  parts  of  Canada o Important  information  also 
is  exitracted  from,  reports  prepared  by  our  inspectional  staff  after  carrying  out 
inspections  and  audits  of  retail  pharmacies,  hospitals  and  licensed  dealers o 

Another  source  of  valuable  information  is  obtained  from  case  reports 
forwarded  to  the  Department  by  physicians;  much  of  it  is  voluntarily  furnished 
by  the  physician  who  contacts  the  Department  to  obtain  the  narcotic  history  of 
an  individual  reporting  as  a new  patient.  The  balance  is  received  from 
inquiries  made  by  the  Department  subsequent  to  our  discovering  narcotics  are 
being  prescribed  regularly  for  patients  under  significant  conditions.  These 
inquiries,  of  course,  are  limited  to  cases  of  a particular  nature. 

MlCOraS 


The  foregoing  details  are  incorporated  in  records  and  statistical  data. 
By  making  use  of  all  the  information  received,  it  is  possible  to  maintain 
supervision  and  control  over  narcotic  supplies  intended  for  medical  purposes 
without  interfering  unnecessarily  with  the  availability  of  medication  needed  in 
medical  practice.  This  system  of  records  also  permits  the  gathering  together 
of  a wealth  of  information  relating  to  the  number  and  types  of  persons  in 
Canada  who  are  addicted  to  narcotics  or  who  are  associated  in  some  way  with  the 
illicit  traffic.  It  is  also  possible  to  record  certain  facts  about  the 
activities  and  habits  of  these  people  as  well  as  the  type  of  drugs  which  are 
involved.  Additionally,  most  interesting  information  comes  to  light  as  to  the 
conditions  under  which  they  obtain  the  material. 

There  is  also  collected  a considerable  amount  of  information  concerning 
the  circumstances  under  which  narcotics  are  purchased  and  distributed  by 
professional  people.  Some  of  this  is  quite  revealing  and  -vividly  demonstrates 
the  need  for  better  knowledge  concerning  the  addicting  and  the  pharmacological 
properties  of  drugs  on  the  part  of  many  entrusted  with  supplies, 

TYPE_CF  NARCOTICS  USED 

A few  years  ago  when  narcotic  addiction  was  mentioned,  one  immediately 
thought  of  morphine;  the  picture  has  changed.  At  the  present  time  we  encounter 
little  addiction  to  this  drug  in  Canada.  The  changed  state  of  affairs  has 
been  brought  about  by  the  general  use  in  medicine  of  synthetic  narcotics, 
chiefly  pethidine.  Our  consumption  of  morphine  has  dropped  from  6,000  ounces 
a few  years  ago  to  somewhere  around  the  500  ounce  level  at  the  present  time. 

With  this  change  has  come  addiction  to  pethidine.  It  is  the  drug  of 
addiction  in  two  of  the  three  groups  of  addicts  we  encounter.  These  two  groups 
comprise  ''professional  people"  and  addicts  described  as  "medical  addicts" 
of  the  by-product  of  medical  treatment. 

Heroin,  of  course,  is  the  drug  of  choise  of  addicts  coming  within  the 
category  and  classification  of  the  "street"  or  "criminal"  addict. 

The  use  of  marihuana  is  increasing  in  Canada.  Up  until  about  ten  years 
ago,  very  little  of  it  was  encountered.  The  picture  is  changing.  The  extensive 
use  of  "reefers"  in  the  United  States  is  beginning  to  infiltrate  into  Canada. 
Many  of  those  who  use  marihuana  for  any  length  of  time  finally  graduate  to  the 
use  of  heroin. 

Fortunately,  at  the  present  time,  we  do  not  encounter  any  addiction  to 
cocaine.  Its  medical  use  also  is  disappearing  in  this  country.  Occasionally 
we  discover  that  a physician  may  become  addicted  to  it.  Illicit  supplies  of 
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this  drug  are  not  available  to  heroin  addicts o 

An  interesting  development,  however,  is  beginning  to  appear  on  the 
horizon  which  in  some  respects  is  somewhat  closely  related  to  the  use  of 
cocaine o Some  heroin  addicts  are  commencing  to  use  methamphetamine  in 
conjunction  with  the  opiiim  derivative.  This  habit  apparently  has  increased 
rapidly  in  certain  large  cities  in  the  United  States  within  the  past  few 
months.  The  material  causing  the  trouble  in  Canada  is  coming  from  medical 
sources.  Some  physicians  are  not  aware  of  why  requests  are  made  for  this  type 
of  medication.  Since  the  new  legislation  governing  barbiturates  and  amphetamines 
came  into  force,  we  have  encountered  many  cases  of  straight  addiction  to 
methamphetamine  but  as  our  discussion  is  limited  to  narcotic  addiction,  no 
further  comments  will  be  made  about  the  abuse  which  exists  surrounding 
amphetamines  except  to  indicate  we  have  found  methamphetamine  to  be  a vicious 
drug.  The  physical  and  mental  changes  which  take  place  with  prolonged  and 
massive  doses  seem  to  be  most  difficult  to  correct  and  overcome. 

EXTSIfr_OF  NARCOTIC^ADDICTION^ 

Certainly,  there  are  many  more  members  of  our  population  addicted  to 
other  forms  of  chemical  comforts  than  to  narcotics.  This  fact  has  been 
demonstrated  vividly  since  barbiturates  and  amphetamines  became  subject  to  more 
effective  control  measures. 

As  you  know,  many  will  advance  the  theory  that  control  over  narcotics  has 
caused  at  least  in  part,  the  development  of  addiction.  Against  this  we  have  the 
situation  of  little  or  no  effective  supervision  over  the  distribution  hypnotics 
and  stimulants  in  the  past  and  along  with  it  the  very  widespread  abuse  and 
addiction  to  these  drugs. 

Although  we  are  merely  coranencing  to  record  statistical  data  in  this  field, 
it  is  obvious  from  early  indications  that  many  more  individuals  in  this 
country  are  faced  with  addiction  to  these  drugs  than  those  confronted  with 
addiction  to  narcotics.  In  making  this  observation  I am  not  associating  medical 
use  with  addiction.  At  the  present  time,  the  growing  misuse  of  h3^notics  and 
stimulants  is  a matter  of  considerably  concern  in  many  parts  of  the  world. 

From  reports  the  Department  receives  relating  to  the  use  and  abuse  of 
narcotics  and  emanating  from  various  sources,  it  is  possible  to  keep  reasonably 
accurate  records  concerning  the  extent  of  addiction.  Indeed,  there  is  reason 
to  believe  that  statistics,  prepared  by  the  Department  are  as  complete,  if  not 
more  so,  than  any  maintained  in  other  countries  throughout  the  w^orld. 

Unfortunately,  figures  for  1962  relating  to  the  number  of  addicts  will 
not  be  available  until  early  in  i^Iarch.  However,  those  for  1961  are  set  forth 
in  Chart  One,  which  has  been  supplied  to  you. 

It  will  be  noted  our  focal  points  are  in  British  Columbia,  Ontario  and 
Quebec.  Two-thirds  of  known  addicts  are  in  Vancouver.  Very  little  if  any 
addiction  in  the  category  of  '-'street  addicts”  exists  in  the  Mri times  and  in 
the  provinces  of  Saskatchewan  and  Manitoba.  No  doubt  the  increase  in  addiction 
which  has  occurred  in  Alberta  in  the  past  few  years  can  be  attributed  in  part  to 
the  rapid  economic  development  and  growth  in  the  population  of  that  province. 
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Other  significant  information  is  set  forth  in  this  chart  such  as 
occupation,  nationality,  sex,  marital  status,  age  and  drug  of  addiction o 

Granted,  statistics  of  this  type  may  not  be  as  accurate  as  they  should 
be,  nevertheless  we  do  know  the  figures  shown  give  a reasonably  factual  picture 
of  the  situations  Recently,  considerable  publicity  has  been  given  to  the 
serious  narcotic  situation  existing  in  our  country®  I think  this  is  worthy 
of  closer  considerations  Approximately  25  years  ago  when  our  population  was 
in  the  vicinity  of  11  million  people,  it  was'  calculated  by  some  closely 
associated  with  narcotics  that  there  were  8,000  addicts  in  this  country.  We 
now  have  close  to  19  million  people  with  an  addict  population  of  approximately 
3,500  individuals®  With  this  significant  reduction  we  also  know  the  addicts  of 
today  are  not  confronted  with  the  high  dosage  of  heroin  as  in  former  years® 
Formerly  an  addict  would  consume  four  to  eight  grains  of  heroin  daily®  Today 
it  is  doubtful  if  the  average  heroin  addict  in  Canada  is  able  to  obtain  a 
dosage  of  1 to  I5  grains  per  day®  In  fact  we  are  inclined  to  believe  it  is 
much  less  than  this.  This  situation  reflects  the  results  of  persistent 
effective  control  and  enforcement  measures. 

As  yet,  all  reports  covering  narcotic  prosecutions  completed  in  Canada 
during  1962  have  not  reached  us.  Nevertheless,  from  those  received,  the 
attached  statistical  Chart  Two  has  been  prepared.  It  sets  forth  the  number  of 
convictions  by  provinces  relating  to  narcotic  offences  as  well  as  the  type  of 
offences  involved  in  each  case®  A random  check  was  made  of  25  case  histories 
of  those  convicted  in  1962  in  order  to  establish  the  number  of  narcotic  and 
non-narcotic  convictions  registered  against  each  individual.  It  will  be  noted 
from  the  table  forming  prt  of  Chart  Two  and  headed,  **NUlfflSR  OF  NARCOTIC  AND 
NON-NARCOTIC  COmCECTIONS  ON  25  CURRENT  CARDS”,  that  many  of  the  individuals 
involved  have  been  in  trouble  repeatedly  for  matters  not  necessarily  relating 
to  drugs.  This  is  a very  common  pattern  and  in  any  approach  to  treatment,  the 
significance  of  it  should  not  be  overlooked. 


TREATl-lENT  AND  AFTER-CARE 


The  information  gathered  relative  to  treatment  of  addiction  and  its 
possibility  of  success  as  extracted  from  individual  files  of  addicts,  indicates 
that  the  withdrawal  of  drugs  is  not  necessarily  a major  problem  under  controlled 
conditions®  In  fact,  it  is  not  nearly  as  difficult  as  many  physicians  seem  to 
think.  Additionally  we  have  found  that  little  if  any  success  is  achieved 
when  attempting  to  withdraw  narcotics  from  a street  addict  by  the  so-called 
ambulatory  method®  The  real  difficulty  arises  in  the  lack  of  motivation  on 
the  part  of  the  addict.  It  seems  that  few  addicts  are  interested  in  treatment 
unless,  of  course,  a continuing  supply  of  medication  is  involved.  They  have 
little  if  any  concern  for  matters  other  than  immediate  and  continuous 
gratification  of  their  desires  and  demands® 

Rehabilitating  the  addict  is  not  necessarily  limited  to  withdrawing  the 
drug  of  addiction  and  getting  him  a job  but  one  of  being  able  to  build  in  or 
create  the  ability  to  function  vri.thout  drugs  and  finally  to  hold  a job  and 
commence  to  compete  with  his  fellow  workers. 

So  often  he  loses  interest  in  his  work  and  even  more  disappointing  is 
the  fact  that  he  fails  to  stay  at  work  because  of  his  return  to  the  use  of 
narcotics.  Invariably  a steady  job  causes  the  addict  too  much  stress  and  strain 
brought  about,  evidently,  by  the  need  for  continuous  effort  on  his  part.  It  would 
seem  that  any  successful  program  which  will  result  in  the  addict  being  able  to 
function  in  the  community  v;ould  seem  to  require  long-term  supervision  and  care.  This 
would  include  facilities  to  permit  the  patient  to  be  under  supervision  of  a proper 
type  at  all  times  and  also  to  have  access,  at  any  time,  day  or  night,  to  competent 
guidance  and  supervision  in  order  to  receive  support  and  help. 
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LEGAL  FRAMEIVORK  RELATING  TO  NARCOTIC  ADDICTION  IN  CANADA 

Ro  Eo  Curran,  Legal  Adviser, 
Department  of  National  Health 
and  Welfare,  Ottawa,  Canada. 

I appreciate  very  much  the  invitation  to  participate  in  this  important 
discussion  but  cannot  help  but  feel  some  sense  of  awe  in  being  surrounded  by  so 
many  persons  with  expert  qualifications  in  the  field  of  narcotic  addiction  and 
treatment . 


The  importance  of  this  meeting  cannot  be  over  emphasized  because  it 
will  serve  to  bring  into  focus  a subject  that  has  long  been  discussed  but 
usually  from  a basis  of  misinformation  or,  what  is  equally  bad,  no  information. 

It  is  very  gratifying  that  in  approaching  this  discussion  we  should 
have  in  our  midst  Lady  Isabella  Frankau  of  whom  we  have  heard  a great  deal  in 
Canada.  I am  looking  fo2rward  very  much  to  the  discussion  periods  that  have 
been  arranged  as  I think  a great  deal  of  useful  information  will  emerge  from 
them  o 


The  subject  of  narcotic  addiction  is  at  best  a controversial  one.  It 
is  one  of  those  areas  where  people  holding  diametrically  opposite  views  are 
equally  convinced  of  the  soundness  of  their  respective  views.  This  is  really 
because  no  satisfactory  solution  to  drug  addiction  has  as  yet  been  found. 

While  the  views  that  I hold  respecting  drug  addiction  are  very  positive  and 
perhaps  unscientific,  I have  yet  to  be  convinced  that  they  are  wrong,  I am 
looking  forward  to  the  discussion  in  the  hopes  of  being  enlightened  further 
on  this  very  vexing  question. 

The  subject  which  has  been  assigned  to  me  is  the  ”Legal  Framework 
Relating  to  Narcotic  Addiction  in  Canada’*.  Unfortunately,  it  is  no  more 
possible  to  define  narcotic  addiction  than  it  is  to  define  a narcotic. 

The  best  we  have  come  up  \d.th  as  regards  a narcotic  is  that  it  is 
any  substance  that  the  Governor  in  Council  declares  to  be  a narcotic.  The 
best  we  have  done  with  addiction  is  to  define  an  addict  as  a person  who 
through  the  use  of  narcotics  has  developed  a desire  or  need  to  continue  to 
take  a narcotic  or  has  developed  a psychological  or  physical  dependence  upon 
the  effect  of  a narcotic.  I will  attempt  in  my  explanation  of  the  legal 
framework  to  keep  within  these  rather  imprecise  areas. 

Being  constitutionally  averse  to  unnecessary  work,  I have  not 
prepared  a very  formal  paper  but  have  arranged  to  utilize  an  article  which  I 
wrote  a couple  of  years  ago,  reprints  of  which  have  been  distributed.  This 
sets  out  the  legal  framework  with  respect  to  our  legislation  and  I think 
comprehensively  covers  the  question  of  addiction,  as  well  as  a number  of 
other  matters  which  are  not  included  in  my  subject. 

For  those  who  have  not  read  this  article,  I will  attempt  to  put 
into  reasonably  simple  language  the  legal  aspects  of  drugs  and  of  addiction 
and  of  other  related  factors. 
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I think  I should  at  the  outset  make  it  abiindantly  clear  that  Canada 
is  a party  to  every  existing  narcotic  convention  and  that  our  legislation 
honours  to  the  full  our  international  commitments.  One  of  these  is  that 
narcotic  drugs  shall  be  limited  to  medical  and  scientific  use. 

For  convenience,  I propose  to  discuss  the  legal  framework  of 
addiction  under  specific  headings.  The  first  of  these  is  the  legal  basis 
for  the  control  of  narcotic  drugs  5 the  second,  the  legal  basis  for  the  use  of 
drugs  in  medicine;  the  third,  the  legal  basis  for  the  use  of  drugs  in  the 
treatment  of  addiction;  and  the  last,  the  responsibility  or  legal  basis  for 
treatment  of  addiction, 

I will  also  discuss  other  proposals  which  have  been  put  forward 
within  the  concepts  of  our  legal  framework. 

Legal  Basis  for  Control  of  Narcotic  Drugs 

Narcotic  drugs  are  controlled  in  Canada  by  the  Narcotic  Control 
Act,  This  legislation  replaced  the  former  Opium  and  Narcotic  Drug  Act 
about  two  years  ago.  The  Act  and  the  Regulations  set  out  the  circumstances 
respecting  the  dealings  in  narcotic  drugs  either  as  offences  under  the  Act 
or  the  circumstances  whereby  such  drugs  can  be  legally  dealt  with  and 
possessed. 


This  Act  is  criminal  law  and  has  force  and  effect  everywhere  in 
Canada,  It  provides  that  no  person  shall  possess  or  deal  in  a narcotic  drug 
contrary  to  the  Act  or  the  Regulations,  The  Regulations  set  out  veiy  fully 
the  circumstances  surrounding  dealings  in  narcotic  drugs,  including 
possession. 

The  Act  does  not  make  addiction  a crime,  I emphasize  this  because 
many  people  mistakenly  think  that  it  is  a crime  to  be  addicted  and  that 
addicts  are  sent  to  jail  for  no  other  reason  than  that  they  are  addicted  to 
drugs.  This  may  or  may  not  be  a distinction  >d.thout  a difference  but  the 
addict  is  sent  to  jail  by  reason  of  illicit  possession  of  a drug  or  for 
trafficking  in  a drug. 

Some  people  argue  that  an  addict  should  receive  special 
consideration  and  that  we  should  excuse  his  illegal  possession  of  drugs 
simply  because  he  is  addicted.  The  law  does  not,  however,  imply  or  include 
any  such  qualification  and  such  a qualification  would  not  be  in  accordance 
with  our  international  obligations.  Motivation  is  not  a factor  to  be  taken 
into  account  by  the  law  although  frequently  it  is  one  that  is  taken  into 
account  by  the  convicting  authorities  and  the  penalties  may  vary  in 
accordance  with  the  circumstances  of  a case.  Undoubtedly  the  judge  very  often 
will  take  into  account  in  fixing  sentence  not  only  the  rehabilitation  of  the 
offender  but  the  fact  that  he  was  addicted  to  drugs.  Now  I hope  I have  made 
it  clear  that  narcotic  addiction  per  se  is  not  a crime  but  the  unlawful 
possession  of  drugs  is  a crime. 

Legal  Basis  for  the  Use  of  Drugs  in  Medicine 

Turning  now  to  the  legal  basis  for  the  use  of  drugs,  I will  deal 
with  addiction  only  in  this  context. 
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We  have  classified  our  addicts  under  three  headings ; professional  - 
meaning  persons  in  the  professions  who  have  become  addicted;  medical  - meaning 
persons  who  have  become  addicted  through  narcotic  use  connected  with  an 
illness  or  medical  condition;  and,  thirdly,  criminal  addicts,  who  are  people 
who  have  no  medical  need  for  narcotics  but  have  become  addicted  to  them. 

There  are,  as  will  be  expected,  differences  in  the  approach  used  to 
these  three  classes.  I only  point  out  that  as  regards  class  one,  which  Mr. 
Hammond  has  described,  we  do  our  utmost  for  the  rehabilitation  and  salvage  of 
the  professional  person.  This  does  not  ordinarily  involve  legal  proceedings. 
The  second  likewise  presents  no  great  problem  because  it  is  not  difficult  as 
a rule  to  justify  narcotic  administration  on  the  basis  of  a medical  condition. 

It  is  with  a third  group  that  the  hard  core  of  the  narcotic  problem 
in  Canada  lies.  This  group,  numbering  some  3s000,  constitutes  our  narcotic 
problem.  By  and  large  this  group  consists  of  people  who  have  had  criminal 
records  and  associations  antedating  addiction.  They  are  not,  as  is  often 
suggested,  poor,  sick,  unfoii-unate  people  who  but  for  addiction  \TOuld  be 
useful  members  of  society.  These  people  are  known  to  the  authorities  and  to 
the  Department  and  an  examination  of  their  records  ivill  indeed  indicate  that 
they  are  the  very  dregs  of  society.  This  is  not  to  minimize  the  need  to  have 
regard  to  the  factor  of  addiction  and  to  do  what  can  be  done  to  correct  it. 

It  would  be  naive,  however,  to  suggest  that  by  any  means  of  humane  with- 
drawal and  motivation  for  abstinence  there  will  automatically  emerge  a 
useful  and  responsible  member  of  society.  The  problem  is  not  so  simple,  as 
many  of  you  vail,  I think,  realize. 

Many  people  argue  that  these  people  are  deliberately  enslaved  to 
the  drug  habit  by  traffickers.  Again,  our  information  does  not  support  this. 
Traffickers  have  learned  to  be  extremely  waiy  of  the  customers  to  whom  they 
will  sell  drugs.  The  enforcement  authorities  are  so  effective  that  the 
trafficker  does  not  lightly  engage  in  trafficking  to  unknown  people.  An 
addict  has  to  be  vouched  for  before  a sale  can  be  made.  It  is  not  right  to 
say  that  the  trafficker  is  the  villain  who  deliberately  enslaves  the  addict 
in  order  to  create  a market.  If  anything,  I think  it  is  a question  of  the 
law  of  supply  and  demand.  The  market  moves  to  meet  the  demand.  If  there 
is  a concentration  of  addicts  in  an  area  then  obviously  that  is  where  the 
trafficker  will  go,  Vancouver  is  a case  in  point  where,  as  Mr.  Hammond  has 
pointed  out,  over  half  our  entire  addict  population  is  concentrated. 

I shouldn’t  overlook  the  fact  that  some  addicts  have  had  their 
first  attraction  to  drugs  while  in  jail.  They  have  come  in  contact  with 
drug  addicts  there  and  have  developed  an  interest  in  dmigs,  and  on  their 
release  from  imprisonment  are  attracted  to  drugs  and  become  addicted.  But 
here  again  the  criminality  has  preceded  the  addiction.  Some  people  advocate 
that  all  addicts  in  prison  should  be  segregated  and  should  never  be  brought 
in  contact  with  non-addicts  for  the  reason  I have  just  mentioned.  I was 
surprised,  however,  a couple  of  years  ago  in  visiting  the  Metropolitan 
Hospital  in  New  York  where  they  have  a special  security  ward  for  addicts  on 
a voluntary  basis  for  treatment,  and  I asked  the  superintendent  in  charge  of 
this  project  what  these  people  talked  about,  what  did  they  do  all  day.  I 
was  shocked  to  learn  that  they  only  thing  they  talked  about  was  drugs.  There 
is  no  doubt  about  it,  if  addicts  are  segregated  and  put  together  the  main 
subject  of  their  interest  and  of  their  conversation  will  be  drugs.  So 
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without  over-simplifying  this,  it  is,  I feel,  at  least  worth  debating  whether 
complete  segregation  of  addicts  is  altogether  desirable,  even  at  the  risk  that 
if  they  are  not  some  non-addicts  will  be  attracted  to  addictiono 

As  Mro  Hammond  has  pointed -out,  it  is  a mistake  to  think  that  the 
withdrawal  of  the  addict  Constitutes  a cure.,  Withdrawal  tp-day  is  a 
relatively  simple  procedure  and  does  not  involve  cold  turkey,.  There  are 
humane  means  of  withdrawing  addicts  from  drugs o Even  if  the  addict  is 
successfully  withdrawn  from  drugs,  unless  he  develops  sufficient  motivation 
to  abstain  forever  more  from  drugs,  then  he  is  not  cured o In  other  words,  I 
think  there  is  no  such  thing  as  a cure  o " An  addict  is  only  cured  ..for  the 
exact  period  of  time  he  abstains  from  the  use  of  drugs o The  motivation  to 
revert  to  drugs  may  always  be  there  and  may,  due  to  stress  or  strain  or  the 
inability  to  face  up  to  decisions  - the  simple  decisions  which  we  all  have 
to  make  in  our  daily  lives  - may  be  too  much  for  the- addict  and  he  will  auto- 
matically revert  to  the  use  of  drugs » 

Legal  Basis  for  the  use  of  Narcotics  in  the  Treatment  of  Addiction 

Against  this,  let  us  look  at  the "legal  framework  relating  to 
addictiono  In  keeping  with  our  international  obligations  to  limit  drugs  to 
medical  and  scientific  use,  we  have  provided  that  a practitioner  may  utilize 
narcotic  drugs  in  the  treatment  of  a patient  under  his  charge  if  the  narcotic 
is  required  for  the  condition  for  which  the  patient  is  receiving  treatment o 
In  other  words,  the  use  of  narcotics  in  the  treatment  of  a patient  is 
entirely  a matter  for  medical  judgnento  'No  difficulty,  of  course,  arises  in 
the  use  of  narcotics  for  general  medical  conditions  and  it  is  gratifying  to 
find  that  there  are  relatively  few  cases  of  addiction  resulting  from  the 
widespread  use  of  narcotics  in  medical  practice „ 

This  squarely  brings  up  the  next  question  which  relates  to  the  use 
of  narcotics  in  the  treatment  of  addictiono 

Having  brought  out  as  clearly  as  I can  that  the  law  limits 
narcotics  to  medical  use  and  having  explained  that  medical  use  is  a matter 
for  the  professional  judgnent  of  the  practitioner,  I think  the  answer  becomes 
quite  clear  as  to  the^  circumstances  under  which  narcotic  drugs  can  be 
employed  for  addicts  o ' ' 

I think  it  would  be  difficult  to  bring  within  good  medical  practice 
the  mere  utilization  of  drugs  to  satisfy  the  desire  of  an  addict.  On  the 
other  hand,  the  use  of  drugs  accompanied  by  supervision  of  the  individual 
leading  towards  his  eventual  reduction  or  abstinence  in  order  that  he  could 
be  gainfully  or  usefully  employed  would,  from  a legal  point  of  view. at  least, 
find  support  as  sound  medical  practice. 

This  raises  another  question  - the  furnishing  of  drugs  to  an  addict 
under  a form  of  legal  treatment,  Mr,  Hammond  has  stated  that  heroin  in 
Canada  is  the  favorite  drug  of  addiction,'  It  is  very  questionable  whether  an 
addict  who  is  furnished  drugs-  bn  a treatment  basis  is  going  to  be  completely 
happy  unless  he  gets  heroin'o  .'.  Heroin  in  Canada  is  not  illegal  but  there  have 
not  been  any  supplies  of  heroin  brought  into  Canada  since  1955 » The  small 
supply  of  heroin  that  still  remains  on  certain  druggists^  shelves  and  perhaps 
in  certain  hospitals  would  be  most  inadequate  to  supply  heroin  to  all  the 
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addicts  in  Canada  while  they  are  on  a treatment  program.  In  any  type  of 
program  requiring  narcotic  medication  or  administration  to  addicts  as  a part 
of  treatment  it  is  important  to  keep  this  in  mindo  The  Lexington  people  will 
tell  you  that  a great  many  of  the  people  who  voluntarily  apply  for  admission 
to  Lexington  for  treatment  do  so  for  no  other  purpose  than  to  have  their 
habit  reduced  to  an  easier  basis  to  handle,  one  that  they  can  handle  within 
the  limits  of  their  ability  to  steal  or  otherwise  raise  enough  money  to  buy 
drugs  from  the  trafficker.  This  makes  it  easy  to  understand  any  reluctance 
on  the  part  of  doctors  to  take  on  actively  the  treatment  of  addicts,  desirable 
as  this  may  be.  This  is  an  unrewarding  task  for  the  doctor.  Those  who  have 
had  a great  deal  of  experience  in  this  field  will  bear  this  out. 

Responsibility  for  Treatment  of  Addiction 

This  brings  me  to  the  next  phase,  which  is  the  responsibility  for 
treatment.  While  the  control  of  narcotics  is  a federal  responsibility,  the 
treatment  of  illness  is  entirely  a matter  of  provincial  responsibility.  Any 
measures  for  the  treatment  of  addiction  unrelated  to  the  control  of  an  addict 
who  is  serving  imprisonment  or  is  under  parole  for  a violation  of  the  Narcotic 
Act  is  entirely  a matter  for  provincial  jurisdiction  and  responsibility. 

This  brings  me  to  an  explanation  of  Part  II  of  the  Narcotic  Control 
Act  which,  as  many  of  you  will  realize,  is  not  yet  in  force. 

In  developing  this  legislation,  it  was  felt  that  a start  should  be 
made  in  the  humane  but  realistic  recognition  of  addiction  by  persons  who 
violate  the  Narcotic  Act,  Part  II  is  therefore  designed  to  provide  a means 
of  legal  supervision  and  control  over  convicted  addicts  for  the  purpose  of 
treatment.  Special  institutions  or  facilities  are  being  set  up  and  an  addict 
convicted  of  a violation  of  the  Narcotic  Act  will  instead  of  receiving  a 
sentence  of  imprisonment  be  sentenced  to  custody  for  an  indeterminate  period 
for  the  purpose  of  treatment.  His  future  will  largely  be  governed  by  his 
conduct  and  his  ability  to  respond  to  treatment.  The  parole  authorities  will 
be  the  agency  concerned  with  his  release  and  supervision  while  on  parole. 

This  can,  of  course,  involve  a very  lengthy  period.  The  extent  to  which  his 
freedom  is  affected  by  parole  conditions  is  entirely  within  his  own  control. 
This  provision,  which  I have  quickly  outlined,  is  thought  to  recognize  the 
problem  of  the  criminal  addict  and  at  the  same  time  to  provide  means  for  his 
own  salvation. 

The  legislation  provides  for  any  province  entering  into  an  agree- 
ment with  the  federal  government  whereby  federal  facilities  can  be  utilized 
for  the  treatment  of  addicts  who  have  not  been  convicted  of  a violation  of 
the  narcotic  law.  Up  to  the  present  time,  I understand  that  no  agreements 
have  been  made.  Many  of  the  provinces  have  years  ago  enacted  legislation 
respecting  drug  addiction  but  unfortunately  none  of  the  provinces  has  made 
available  any  special  facilities  in  this  regard.  The  best  that  has  been 
provided  is  accommodation  in  a mental  institution  and  there  are  many  who 
will  argue  that  this  is  not  a desirable  setting  for  the  treatment  of  addiction 

I know  that  some  will  quarrel  with  the  authoritarian  approach  and 
say  this  is  absolutely  wrong  - that  the  addict  must  be  a voluntary  patient  and 
must  want  treatment  himself,  and  he  should  not  therefore  be  put  in  the  same 
institution  as  criminal  addicts.  As  to  this  I can  only  say  that  the  addict 
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who  has  not  been  convicted  of  an  offence  is  a lucky  person  because  if  he  is 
addicted  and  is  dependent  on  the  illicit  market ^ he  is  forced  to  violate  the 
criminal  law  not  once  but  several  times  a day  when  he  purchases  his  drugs  or 
whenever  he  is  in  possession  of  drugs*  So  I think  it  is  not  much  of  a 
difference  to  say  that  a person  who  has  not  been  convicted  of  a criminal 
offence  is  quite  different  from  the  person  who  has  been  convicted*  It  is  a 
matter  of  sheer  luck* 

I hope  that  I have  so  far  put  into  perspective  the  legal  framework 
of  our  addiction  problem*  I have  pointed  out  that  the  possession  of  a 
narcotic  without  legal  authority  is  a violation  of  the  law*  The  motive  for 
possession  is  immaterial*  I have  explained  that  an  addict  is  sent  to  jail 
not  for  addiction  but  for  illicit  possession  or  for  trafficking*  Here  again 
his  motive  is  not  an  excuse*  I have  explained  the  law  in  relation  to  the 
medical  use  of  narcotics  and  how  this  could  apply  to  the  provision  of 
narcotics  to  an  addict*  Beyond  the  illustrations  that  I have  given,  I would 
not  wish  as  a lawyer  to  attempt  to  explain  what  is  or  is  not  good  medical 
practice* 


This  brings  me  to  certain  proposals  which  have  been  advanced  and 
which  I think  must  be  dealt  with*  The  first,  of  course,  involves  the  right 
of  a doctor  to  treat  an  addict  and  to  prescribe  drugs*  I have  dealt  with 
this*  The  other  proposal  relates  to  the  establishment  of  drug  clinics 
where  registered  addicts  can  secure  supplies  of  drugs* 

ThJLs  proposal  rather  speciously  suggests  that  with  the  provision 
of  legal  drugs  to  addicts,  the  trafficker  will  disappear  from  the  scene* 
With  his  disappearance  there  will  be  no  illicit  supplies  and,  therefore, 
non-addicts  will  have  no  access  to  drugs  and,  therefore,  there  will  be  no 
further  addiction*  It  is  not  quite  clear  whether  this  proposal  is  advanced 
as  a form  of  treatment  to  addicts  or  whether  it  is  an  acceptance  of  de- 
feat that  addicts  can  be  treated  and  is  merely  an  attempt  to  eliminate  the 
trafficker*  I do  not  propose  to  try  to  analyze  the  reasons  for  and 
against*  Firstly,  time  does  not  permit  of  this  and,  secondly,  if  there  are 
any  proponents  for  the  clinic  system  here,  I doubt  whether  anything  I can 
say  would  carry  any  weight  and  for  those  who  feel  as  I do,  it  is  not 
necessary  to  discuss  the  clinic  approach* 

As  regards  the  relationship  of  clinics  to  our  law,  however,  I 
would  be  bound  to  point  out  that  unless  the  provision  of  drugs  can  be 
related  to  treatment,  it  would  not  be  withjLn  our  regulations  nor 
compatible  with  our  international  commitments*  It  might  be  appropriate 
to  say  that  I know  of  no  country  in  the  world  where  drug  clinics  are  any 
longer  tolerated*  It  is  true  that  in  certain  of  the  Far  Eastern  and 
South  American  countries  there  are  practices  relating  to  certain  narcotics 
which  have  not  yet  been  wholly  outlawed*  This,  however,  is  quite  different 
from  the  deliberate  establishment  of  a drug  feeding  station  in  a modern 
setting* 


Before  concluding  my  remarks,  there  is  one  further  area  which  I 
think  should  be  brought  in*  The  discussion  at  this  conference  relates  to 
narcotic  addiction*  From  the  fig\ires  developed  by  Mr*  Hammond,  it  becomes 
apparent  that  narcotic  addiction  in  Canada  is  not  on  the  increase  5 it  is 
on  the  wane*  This  is  not  to  say  that  there  is  no  need  for  further  concern 
but  rather  to  say  that  it  does  not  represent  the  problem  \>rhich  was  posed 
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even  ten  years  ago* 

There  comes  a time  “•  I believe  they  use  the  word  ‘’maturation”  - when 
there  is  a voluntary  abstention  from  drugs*  At  the  President's  l^Jhite  House 
Conference  in  Washington  in  September,  a great  deal  was  said  about  this  and 
the  need  for  further  research  as  to  why,  at  a certain  age,  voluntary  drop-outs 
from  the  narcotic  scene  occur*  There  may  be  physical  reasons,  there  may  be 
medical  reasons,  there  may  be  psychological  reasons*  Someone  has  said  that 
the  addict  at  a certain  age  finds  the  going  too  tough  to  steal  and  raise  the 
money  every  day  to  retain  his  addiction  and  therefore  he  voluntarily  stops 
using  drugs*  Of  course,  in  the  case  of  women,  the  maturation  age  may  be  a 
little  earlier  because  her  method  of  buying  drugs  is  dependent  on  other 
factors  and  there  is  certainly  an  age  condition  there  which  makes  it 
difficult  for  a woman  after  a certain  age  to  find  the  money  to  purchase  drugs* 

Some  reference  should  now  be  made  to  a companion  evil  which  in 
many  respects  is  identified  with  or  at  least  related  to  addiction*  I am 
referring  to  the  increasing  use  of  barbiturates  and  amphetamines  and 
tranquilizers  * 

There  was  evidence  of  an  illicit  market  in  barbiturates  and 
amphetamines  in  Canada*  Strict  enforcement  of  the  narcotic  law  has  forced 
many  addicts  to  turn  to  these  substances  for  relief*  Other  persons  not 
involved  with  narcotics  have  also  unfortunately  turned  to  these  substances* 

The  problem  is  not  one  that  is  confined  to  Canada  but  is  world-wide  and,  if 
anything,  may  well  loom  larger  than  the  narcotic  problem* 

I think  it  should  be  a source  of  pride  to  Canadians  that 
legislative  steps  have  been  taken  at  the  time  the  Narcotic  Act  was  revised, 
to  introduce  special  controls  respecting  barbiturates  and  amphetamines* 

These  are  contained  in  Part  III  to  the  Food  and  Drugs  Act*  They  parallel  to 
a great  extent  the  pattern  of  narcotic  controls*  Although  they  have  only 
been  in  force  for  less  than  a year  and  a half,  under  Mr,  Hammond’s 
administration  and  supported  by  the  Royal  Canadian  Mounted  Police  the 
threat  of  a growing  traffic  or  illicit  market  in  these  substances  has  been 
substantially  averted* 

At  the  risk  of  appearing  to  foist  another  reprint  on  my  audience, 

I might  say  that  there  is  available  at  the  registration  desk  some  reprints 
of  a companion  article  I wrote  entitled  “Canada  and  Controlled  Drugs”* 

For  anyone  interested  this  will  outline  the  development  of  our  present 
legislation,  its  purpose,  and  what  it  seeks  to  accomplish* 

This  brings  me  to  the  conclusion  of  my  outline  of  legal  framework 
of  drug  addiction*  If  I have  ranged  somewhat  afield  of  my  subject  title, 
it  is  only  because  of  my  personal  interest  in  the  whole  problem  of 
narcotic  control*  If  it  were  not  for  addiction,  there  would  be  no  need  for 
control*  I think  it  is  an  oversimplification  to  say  that  addiction  is  the 
direct  result  or  product  of  the  traffic*  I venture  to  say  that  the  traffic 
is  a direct  outgrowth  of  addiction  and  is  an  illustration  of  the  law  of 
supply  and  demand* 

I hope  that  if  there  are  any  questions  that  have  been  raised 
during  my  rather  rambling  remarks,  an  opportunity  will  be  provided  during 
the  discussion  period  to  answer  them* 
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NARCOTIC  ADDICTION  CONFERENCE  - Niagara  Falls,  Ontario,  Feb.  Zl-24,  1963 


TREATMENT  OF  NARCOTIC  ADDICTION  IN  A PENAL  SETTING 

F.  Ho  Potts,  Chief  Psychologist, 

Ontario  Department  of  Reform 
Institutions. 

Toronto,  Ontario. 

The  Extent  of  the  Problem  in  Ontario 

How  extensive  has  the  problem  of  narcotic  addiction  been 
among  adults  convicted  in  the  courts  of  Ontario  and  sentenced  to  serve 
time  in  Ontario  institutions  during  the  past  ten  years?  Last  year 
there  was  231%  more  admissions  than  there  were  ten  years  ago.  This  figure 
might  be  compared  with  an  overall  increase  in  admissiorB  of  21/?,  Taking 
a closer  look  at  these  figures  some  interesting  considerations  come  to 
light. 


The  first  of  these  is  the  fact  that  those  admitted  with  the 
problem  of  narcotic  addiction  represented  .6/?  of  our  admissions  ten 
years  ago  and  1,8^  of  our  admissions  last  year.  The  second  thing  about 
these  figures  which  throws  some  light  on  the  problem  is  found  in  a 
comparison  of  admissions  between  the  sexes.  In  1952,  86^  of  narcotic 
admissions  were  men  and  14/?  were  women.  Last  year  39^  were  men  and  6l^ 
were  women.  This  means  that  while  our  male  admissions  during  the  10 
year  period  decreased  by  53^,  female  admissions  were  increasing  by  1,336^. 

(For  the  sake  of  clarification  I should  say  that  these  percentages 
are  based  on  the  n\amber  of  admissions  and  not  on  the  number  of  different 
individuals.  A total  of  only  259  narcotic  addicts  came  into  our  institutions 
last  3rear.) 


Finally,  while  we  are  on  figures,  let  us  give  some  consideration 
to  what  has  been  happening  with  another  addiction.  Our  department's 
total  admissions  during  the  past  ten  years  increased  by  21$?.  Narcotic 
admissions  have  increased  by  237^.  Our  alcoholic  admissions  have 
decreased  by  12^,  We  cannot  of  course  overlook  the  fact  that  this 
latter  problem  remains  numerically  the  largest  problem  to  be  dealt  with 
in  adult  correctional  work  in  Ontario.  In  formulating  views  on  narcotic 
addiction, knowledge  gained  through  experience  in  the  field  of  alcoholism 
should  certainly  be  borne  in  mind. 

Sentencing 


Attitudes  as  to  the  appropriate  sentence  to  impose  on  convicted 
narcotic  addicts  appear  to  vary  all  the  way  from  '’let’s  lock  them  up  and 
throw  away  the  key”  to  "it’s  a sin  to  have  them  spend  any  time  in  custody”. 
Surely  more  realistic  views  need  to  be  tal  en.  We  believe  that  ia  the  first 
place  facilities  should  be  set  up  for  non-convicted  narcotic  addicts  to 
get  treatment  and  that  it  is  improbable  that  the  convicted  and  the  non- 
convicted  narcotic  addict  can  be  successfully  treated  in  the  same  resident 
setting. 


Secondly,  we  would  favor  convicted  narcotic  addicts  being  tried 
on  probation  provided  they  are  willing  to  undergo  clinical  treatment  as 
one  of  the  conditions  of  their  probation.  Although  coercion  in  the  form 
of  court  commitment  has  certain  undesirable  implications,  we  must 
recognize  the  fact  that  adequate  control  is  necessary  if  treatment  is  to 
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be  completed*  Because  of  the  predominantly  favorable  attitude  most 
narcotic  addicts  have  towards  addiction,  we  cannot  realistically  expect 
them  to  initiate  treatment  voluntarily  as  long  as  they  are  free  to 
search  for  drugs.  It  should  be  remembered  that  many  narcotic  addicts 
decide  to  seek  treatment  voluntarily  because  of  difficulties  they 
encounter  obbaining  drugs  rather  than  because  of  a sincere  desire  to  be 
cured  of  their  addiction. 

Thirdly,  we  believe  that  convicted  narcotic  addicts  who  have 
failed  on  probation  \mder  these  circumstances  should  be  offered  the 
opportunity  to  get  clinical  treatment  while  they  are  undergoing  sentence. 

It  should  be  recognized  by  all  concerned  that  this  group  will  be  the 
most  difficult  of  the  three  groups  to  treat. 

Finally,  what  should  be  done  with  those  who  do  not  satisfactorily 
respond  to  any  of  these  approaches?  Some  people  are  prepared  to  propose 
sentences  upon  them  which  would  require  many  years  to  terminate.  I find 
that  people  who  advocate  this  approach  are  unwilling  to  support  their 
arguments  by  advocating  with  equal  vehemence  that  people  who  are  addicted 
to  alcohol  should  be  treated  in  the  same  way.  My  answer  to  this  problem 
is  that  we  should  give  these  people  their  freedom.  We  must  not  lose 
sight  of  the  fact  that  age  and  other  not  too  fully  understood  obstacles 
encountered  in  their  life’s  rough  journey  havein  the  past  made  it 
possible  in  time  for  many  to  kick  the  habit. 

Factilities  for  Treating  Narcotic  Addicts  in  a Penal  Setting 

In  1956  the  Department  of  Reform  Institutions  of  Ontario  opened 
the  first  clinic  in  Canada  where  men  might  receive  treatment  for  their 
addiction  to  narcotics  while  undergoing  sentences  imposed  upon  them  by 
the  courts.  This  is  an  IS-bed  separate  secure  unit  located  in  suburban 
Toronto,  In  it  through  these  years  doctors  and  psychiatrist^  social 
workers  and  psychologists,  occupational  therapists  and  chaplains, 
rehabilitation  officers  and  others  have  been  endeavoring  to  help 
selected  narcotic  addicts  and  other  addicts  to  live  drug-free  lives  after 
their  discharge.  This  spring  we  expect  to  open  a l6-bed  clinic  at 
Brampton  where  women  who  are  addicted  to  narcotics  may  receive  treatment 
while  undergoing  sentence.  This  clinic  grew  out  of  the  valuable  work 
that  Rev,  Maurice  Flint  and  Dr.  Wilf  Boothroyd  and  others  have  done 
at  Mercer  Reformatory  in  Toronto.  When  their  initial  experimental  work 
had  been  written  up  and  considered,  we  felt  justified  in  taking  this  next 
step  in  the  expansion  of  our  treatment  facilities.  Our  approach  to 
treatment  there  will  be  based  upon  the  philosophy  and  techrdques 
which  these  men  developed  and  tried  out  and  will  be  described  later  on 
at  this  conference  by  Mr,  Flint. 

Observations 


We  have  said  this  much  by  way  of  background.  I wonder  if  I may 
now  proceed  to  make  some  observations  based  upon  our  experiences  to  date. 
The  first  of  these  observations  has  to  do  with  the  law.  An  appropriate 
amount  of  time  to  effect  treatment  and  rehabilitation  in  a penal 
setting  is  a most  important  consideration.  Sentencing  that  allows  too 
little  time  for  treatment  make  it  unwise  to  start.  Unfortunately  such 
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sentences  are  often  give  to  those  who  might  be  expected  to  have  the 
best  prognosis.  On  the  other  hand,  there  is  the  danger  as  I see  it 
from  the  other  extreme,  that  sentences  which  give  the  prospective 
patient  too  much  time  tend  to  decrease  motivation  and  increase  the 
difficulties  of  once  again  adjusting  to  life  in  a free  society.  We 
believe  that  in  the  light  of  present  knowledge  sentences  should  be 
of  from  one  to  two  years ^duration. 

Secondly,  we  \irould  like  to  suggest  that  any  treatment  centre 
which  puts  together  active  drug  addicts  in  large  numbers  is  seriously 
handicapped  by  this  fact  alone.  The  more  remotely  it  is  situated 
the  more  serious  these  handicaps  will  become.  A 25-bed  unit  may 
well  be  thought  of  as  a maximum  insofar  as  size  is  concerned  at  the 
present  time. 

Thirdly,  people  world.ng  in  the  field  of  narcotic  addiction  tend 
to  agree  that  the  addict *s  self  esteem  is  very  low.  This  low  self- 
esteem prevents  the  addict  from  functioning  in  society  long  enough  to 
have  any  successful  experience.  As  a resialt  he  becomes  caught  up  in 
a vicious  circle.  Without  outward  success  there  is  little  chance  of 
this  self-esteem  being  raised.  Why  single  out  this  characteristic 
which  many  addicts  have.  We  believe  the  time  has  come  for  those  of 
us  who  are  interested  and  concerned  about  narcotic  addicts  to  show  a 
greater  amount  of  optimism  in  our  public  and  private  pronouncements 
about  them.  Surely  the  highly  skeptical,  critical  trend  that  one 
encounters  so  frequently  takes  even  further  toll  of  their  already  low 
morale. 


One  of  the  world’s  most  illustrious  addicts  points  out  in  the 
diary  of  his  own  cure  what  seems  to  me  to  be  a memorable  point.  The 
choice  of  staff  in  the  treatment  setting  of  narcotic  addicts  is  of 
paramount  importance.  'Well  qualified  but  unsuitable  staff  members 
working  in  this  area  quickly  let  their  personal  pessimism  become 
apparent  and  ha%e  to  have  their  ovm  morale  re];  oatedly  bolstered  by 
fellow  staff  members  in  order  to  keep  going.  Just  because  people  are 
qualified  to  give  treatment  to  drug  addicts  it  cannot  be  assumed  that 
they  are  suited  to  this  kind  of  work. 

One  doctor  v:riting  about  the  treatment  of  narcotic  addiction 
contrasts  the  friendly,  interested,  concerned  eye  of  the  therapist  with 
the  impersonal,  objective,  temporary  glance  of  the  research  worker, 

IVhat  does  such  a comparison  mean  to  the  patient  \iho  is  addicted.  In 
my  view  they  have  ailj'eady  been  exposed  to  many  of  the  latter  types 
of  scrutiny  while  they  really  need  more  of  the  former.  In  the  field 
of  narcotic  addiction  I believe  therapy  should  precede  research. 

It  Was  encouraging  news  to  hear  that  the  Alcoholism  and  Drug 
Addiction  Research  Foundation  of  Ontario  was  expanding  its  base  of 
operation  to  include  drug  addiction  and  that  the  Department  of 
Justice  in  Ottawa  v;as  formulating  plans  to  provide  treatment  for 
addicts  undergoing  sentence  in  penitentiaries,  VJhat  else  does  the 
future  hold?  Recently  the  Canadian  Corrections  Association,  the 
Junior  League  of  Toronto,  the  Canadian  Journal  of  Corrections  and  the 
Department  of  Reform  Institutions  of  Ontario  joined  forces  to  see  if 
we  could  not  establish  an  Institute  of  Criminology  in  at  least  one 
Canadian  University,  Such  an  institute  would  have  a three-fold  function 
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to  conduct  research,  to  teach  and  to  act  in  a consultive  capacity  to 
legislators  and  administrators.  It  would  be  concerned  with  the 
study  of  crime,  its  conditioning,  its  prevention  and  its  treatment, 

A multi-discipline  faculty  with  members  from  theology,  law,  medicine, 
psychology,  education,  social  work  and  sociology  would  combine  their 
talents  in  an  effort  to  find  solutions  to  some  of  the  many  formidable 
problems  which  confront  us,  I am  happy  to  say  that  the  wisdom  of 
establishing  such  an  institute  was  quickly  recognized  not  only  by 
those  who  may  be  responsible  for  providing  a home  for  it  and  seeing 
that  it  is  operated  effectively  but  also  by  those  who  must  be  res- 
ponsible for  providing  the  considerable  amount  of  financial  support 
required.  This  meeting  of  minds  augers  well  for  the  future; . 

The  problem  of  narcotic  addiction  like  many  others  in  the 
correctional  field  is  an  old,  stubborn  and  complex  one.  It  is  one 
that  is  unlikely  to  be  solved  easily  or  quickly.  But  if  we  pool 
our  brains  and  resources  and  concentrate  them  upon  it,  there  is  every 
reason  to  believe  people  who  become  addicted  to  narcotics  in  the 
future  will  spend  much  less  time  in  this  hell  of  their  own  choosing 
than  their  predecessors  did  in  years  gone  by. 
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NARCOTIC  ADDICTION  CONFERENCE  - Niagara  Falls,  Ontario,  Feb.  21-24,  1963 


TREATMENT  OF  NARCOTIC  ADDICTION  IN  A VOLUNTARY  SETTING 


R.  Halliday,  M.D., 
Narcotic  Addiction 
of  British  Columbia 


Director, 

^oyndation 


As  you  know  I come  from  British  Columbia  and  you  may  or  may  not 
agree  that  British  Columbia  is  the  best  part  of  Canada.  In  Vancouver  we 
have  the  nicest  city  in  Canada.  Unfortunately  there  is  something  rotten  in 
the  state  of  Vancouver  and  in  spite  of  all  the  local  beauty  and  beauties,  we 
seem  to  have  some  serious  problems  - one  of  them  being  drug  addiction.  If 
this  were  the  only  problem  it  would  not  be  too  bad  but  I must  confess  we 
have  the  highest  rates  of  not  only  drug  addiction  but  also  of  alcoholism, 
suicide,  illegitimacy,  adult  and  juvenile  delinquency  and  mental  hospital 
admissions.  So  if  we  are  first  in  one  field  we  are  first  in  many  others. 

Perhaps  this  points  out  that  this  problem  of  addiction  has  something 
more  than  just  medical  roots.  Is  it  primarily  a medical  problem?  I don^t 
think  it  is.  I think  it  may  be  primarily  a social  problem.  It  is  certainly 
a legal  problem  or  is  made  so  - whether  this  is  by  cause  or  by  effect,  I 
don^t  know  if  we  are  in  a position  to  judge  at  the  present  time.  But  there 
are  certainly  legal  aspects  to  this  problem.  There  are  medical  aspects.  The 
medical  aspects  are  two-fold  - they  are  based  on  the  concept  that  we  use 
drugs,  that  the  patients  are  taking  drugs  and  we  need  to  give  them  drugs  in 
treatment.  Certainly  there  are  the  medical-psychological  aspects.  If  we  go 
to  an  institution  such  as  they  have  in  Santa  Monica,  the  Synanon  Foundation, 
where  patients  are  withdrawn  without  drugs,  then  we  might  say  that  on  that 
definition  and  on  that  experience  a drug  addict  is  not  a medical  problem 
because  the  addict  is  withdrawn  without  the  use  of  drugs.  I am  putting  in 
some  of  these  ideas  because  I think  we  have  to  look  very  carefully  at  the 
whole  concept  of  addiction.  If,  on  the  other  hand,  we  look  at  the  medical- 
psychological  aspects  we  can  certainly  say  that  if  there  are  no  drugs  there 
is  no  addiction.  ViJhat  happens  to  people  that  are  predisposed  and  they  don^t 
have  drugs  available.  This  is  one  of  the  arguments  the  legal  and  enforcement 
authorities  have  - that  if  we  can  control  the  inflow  of  drugs  there  won^t 
be  any  addiction.  However  we  might  have  other  and  miOre  serious  problems. 


(l)The  Narcotic  Addiction  Foundation  of  British  Columbia  is  a community 
based  private  agency  working  with  that  group  of  addicts  known  as  the 
criminal  addict.  Its  patients  seek  help  on  a voluntary  basis,  A drug 
withdrawal  program,  including  the  use  of  narcotics,  is  available  for  both 
outpatients  and  inpatients.  Such  services  to  the  addict  are  actually 
not  available  to  hi.m  in  any  other  setting.  The  Foundation  is  concerned 
with  providing  these  facilities  on  a continuing  basis  and  with  maintaining 
relationships  with  the  patient  wherever  possible  even  if  he  is  sentenced 
to  jail.  To  this  end  the  Narcotic  Addiction  Foundation  plays  an  active 
role  in  the  drug  treatment  program  at  Oakalla  Prison  Farm. 
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With  regard  to  treatment  in  British  Columbia,  we  have  a large 
problem.  It  is  an  endemic  problem  in  the  sense  that  fifty  or  sixt-y 
years  ago  the  Chinese  were  brought  in  to  work  on  the  railroads.  The 
use  of  opium  was  then  legal  and  we  got  the  situation  where  there  were 
large  numbers  of  people  who  were  quite  legally  following  their  old  social 
customs.  Gradually,  of  course,  the  white  people  began  to  take  on  this 
pattern  of  behaviour.  This  has  occurred  in  other  parts  of  the  world 
for  instance  in  Israel  since  the  war.  A lot  of  the  Jewish  people  who 
migrated  there  have  taken  over  the  drug  habit  which  they  got  essentially 
from  the  Arabs.  So  these  social  practices  are  relevant  to  the  production 
of  the  problem.  In  any  event,  over  the  years,  Vancouver  has  had 
acceptance  in  the  community  of  the  use  of  drugs.  Also,  it  had  one  of 
the  largest  manufacturing  plants  on  the  North  American  continent  for  the 
production  of  drugs.  It  became  a rooted  problem  in  the  community. 

In  spite  of  the  Opium  and  Narcotic  Drug  Act  of  1908  the  problem 
has  continued  to  grow  so  that  there  are  13  or  14  or  16  hundred  addicts  in 
Vancouver  and  the  surrounding  area.  In  1950-51  the  Community  Chest  and 
Council  did  some  study  of  this  situation  and  made  the  recommendation  that 
there  should  be  a treatment  facility  available.  This  was  followed  by  the 
Senate  investigation  committee  of  1955  which  made  similar  recommendations. 
Dr.  George  Stevenson  did  a study  in  the  Oakalla  prison,  the  local 
provincial  jail,  around  the  same  time,  VJhile  his  work  was  never  published, 
if  you  have  had  access  to  it  you  will  notice  that  it  had  recommendations 
for  a treatment  unit.  In  1956  the  Narcotic  Addiction  Foundation  was 
established.  It  is  a community  based  organization.  It  has  a Board  of 
Directors,  people  who  are  drawn  from  various  arts,  disciplines,  sciences, 
industrial  and  other  areas  in  the  community.  It  is  funded  by  the 
provincial  government  almost  entirely. 

Summarized,  the  aims  and  objectives  of  the  Foundation  are  concerned 
with  research,  education,  treatment,  rehabilitation  and  prevention,  without 
this  necessarily  being  the  order  of  priority,  VJhat  is  the  priority? 

One  has  to  get  involved  in  treatment  if  one  is  going  to  do  research. 

One  has  to  get  involved  in  a face  to  face  relationship  with  the  addict 
if  you  are  going  to  understand  him  and  if  you  are  going  to  bring  forward 
any  meaningful  research  and  educational  program.  So  over  the  years  we 
have  seen  a considerable  number  of  addicts  both  as  outpatients  and  as 
inpatients.  I had  no  particular  experience  with  addicts  until  1958  and 
what  I did  know  about  them  probably  fell  into  the  usual  stereotypes.  I 
am  not  yet  sure  I know  what  addicts  are.  I think  they  are  a great  number 
of  things,  I think  they  fall  into  many  personality  categories,  I think 
they  fall  into  many  social  categories.  I think  they  are  greatly 
influenced  by  the  society  in  which  they  live,  I think  they  are  influenced 
by  the  opportunity  they  get  for  treatment, 

1/^en  we  talk  about  the  failure  to  treat  the  addict  or  the  failure 
of  the  addict  in  treatment  I think  we  should  focus  on  the  failure  even  to 
begin  treatment  rather  than  to  say  the  addict  has  failed  in  treatment. 

This  is  a difficult  and  complex  problem  and  it  is  up  to  more  people  than 
the  physicians,  the  social  workers  and  the  sociologists,  to  attempt  to 
deal  with  this.  We  may  lead  off,  as  the  prejudiced  experts  will  and 
the  non-experts  even  more  so,  and  say,  as  I^r,  Potts  pointed  out  a moment 
s-go,  *’put  them  all  in  jail  and  throw  away  the  key”  or  go  to  the  other 
extreme  and  say  “there  should  be  drugs  ad  nauseum”.  This  would  be  the 
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effect  if  free  clinics  were  introduced,  I think  that  people  who  make 
these  propositions  do  not  know  what  they  are  talking  about  and  they 
would  be  much  better  if  they  stayed  quiet.  Those  of  us  involved  in 
this  field  after  considering  the  proposition  carefully,  might  say  that 
there  are  addicts  who  need  continuous  and  long  term  control  and  support 
whatever  the  nature  and  control  of  that  support  may  be.  We  will  find 
out  some  of  the  psychological  factors  and  the  other  social  and  medical 
problems  concerned.  We  will  find  out  something  about  how  the  addict  has 
responded,  the  kinds  of  help  he  has  either  sought  or  has  had  inflicted 
upon  him.  And  I think  certain  things  are  inflicted  upon  the  addict. 

Have  any  of  these  things  been  of  real  help? 

V/e  know  that  at  Lexington  compulsory  treatment  has  been  the  order 
of  the  day.  We  know  from  the  literature  (although  I have  never  had  any 
personal  experience)  that  the  treatment  processes  that  the  addict  under- 
goes are  good  within  themselves,  lAJhether  they  can  be  effective  within  the 
penal  setting  is  something  else.  They  seem  to  be  properly  directed  and 
give  a good  deal  of  help  to  the  addict.  One  of  the  major  problems  has 
been  that  as  soon  as  the  addict  leaves  the  jail,  leaves  Kentucky  and  goes 
back  to  New  York  or  California  or  wherever  he  goes,  and  if  he  ever 
gets  there,  he  is  really  lost  as  there  is  no  follow-up.  Even  if  there  is, 
the  follow-up  on  the  basis  of  a transfer  at  long  range  is  something  which 
the  addict  is  unable  to  tolerate.  The  addict  is  a very  fragile  person. 

He  establishes  relationships  very  slowly  and  if  he  is  going  to  be  treated 
effectively  it  must  be  on  the  basis  of  an  intimate  and  continuing 
relationship.  This  relationship  must  be  followed  through  from  the 
community  to  the  penal  setting,  back  to  the  community  or  back  to  the  penal 
setting  or  the  treatment  unit,  whatever  kind  of  setting  this  may  be.  I 
am  convinced  of  this.  There  are  tremendous  difficulties  in  carrying 
this  out  but  I don^t  see  any  alternative.  This  means  that  any  treatment 
centre  must  be  based  in  the  community  the  addict  comes  from,  and  right 
in  the  middle  of  it, 

I wonder  when  the  sod-turning  ceremony  takes  place  at  t'latsqui  in 
the  Fraser  Valley  at  two  o^clock  this  afternoon,  I wonder  if  we  are 
really  going  to  get  the  kind  of  treatment  centre  we  are  looking  for.  It 
is  forty-five  miles  from  Vancouver  and  I believe  that  is  too  far, 

I agree  v/ith  lyir,  Potts  that  this  institution  is  too  big.  Unless 
the  ward  treatment  lunits  are  small  within  the  overall  institution,  unless 
the  quality  of  the  doctor  and  staff  concerned  are  good,  unless  they  can 
give  continuing  and  sustaining  service  to  addicts  over  a long  period  of 
time,  in  or  out  of  the  treatment  centre,  we  can  look  for  continuing  failure. 
This  failure  will  not  be  due  to  the  fact  that  the  addict  is  essentially 
difficult  to  treat  (although  he  is)  but  because  we  haven’t  developed 
methods  that  are  necessary  for  helping  him,  nor  have  we  modified  the 
social  and  legal  framework  within  which  this  treatment  should  take  place. 

We  find  that  the  addict  comes  in  voluntarily.  We  expect  on  the 
basis  of  our  experience  that  his  motivation  is  going  to  be  pretty  slim. 
Someone  has  already  pointed  out  that  vjhen  he  comes  for  treatment  he  may 
simply  be  asking  for  his  drugs.  I think  from  the  addict’s  point  of  view 
that  is  a fair  enough  proposition.  He  hasn’t  got  anything  else  nor 
perhaps  is  he  wanting  anything  else  at  this  point.  I don’t  want  to  be 
naive  but  I think  we  should  meet  the  addict  at  his  own  face  value,  at  his 
own  demand  or  need  level,  to  begin  with.  If  we  can  do  this  then  we  may 
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begin  to  establish  the  necessary  relationship  that  is  going  to  be 
important  in  treatment©  So  although  we  do  consider  what  some  of  these 
needs  are  we  have  come  to  the  conclusion  that  his  immediate  need  is  drugs 
and  as  soon  as  possible  we  will  supply  that  need  with  the  intention  of 
withdrawing  him.  That  is  our  stated  intention©  We  leave  it  to  the  addict 
to  state  what  he  wants  and  if  he  says  this  is  what  he  wants,  we  go  along 
with  it.  We  also  say  the  chances  are  high  that  he  is  going  to  relapse. 

It  is  probably  one  hundred  percent.  We  state  that  we  expect  this  will 
occur  and  we  don’t  think  by  saying  so  we  are  increasing  the  chances  of  its 
occurrence.  The  factor  of  expectation  in  treatment  is  certainly  important. 
But  we  say  also  that;  you  should  return  to  see  us;  you  are  not  just 
going  to  be  involved  in  a withdrawal  program  and  that  is  the  end  of  it; 
we  had  both  better  face  this  at  the  beginning  of  your  treatment. 

Over  the  years  we  have  found  that  many  of  the  patients  may  be  gone 
for  months  before  they  return.  But  they  begin  to  come  back  and  we  have 
another  look  at  the  problem.  If  there  are  needs  for  modification  of  the 
original  ideas,  either  of  the  therapist  or  the  patient,  we  look  at  these 
again  and  see  if  we  can  meet  some  of  these  needs.  We  can’t  meet  them  all 
of  course  and  we  are  very  inadequate  in  many  ways  in  the  treatment 
resources  we  have.  Of  course  the  resources  the  addict  has  are  a,lso  very 
inadequate.  We  both  have  to  recognize  this  and  do  the  best  we  can  with 
what  we  have. 

It  does  seem  that  the  addict  begins  to  recognize  there  is  a resource 
available  and  this  begins  to  put  the  onus  of  treatment  on  him  as  well  as 
on  the  therapist.  I think  there  is  some  subtle  change  that  goes  on  in 
his  attitude  about  what  society  is  prepared  to  do  about  his  problem. 

We  try  to  face  up  to  the  reality  of  the  situation  and  the  old  cry  of 

‘’Why  don’t  we  have  legal  drugs?”  Well,  why  don’t  we?  We  point  out  to  the 

addict  that  there  are  no  legal  drugs  in  the  sense  he  is  talking  about  but 
certainly  there  are  drugs  available  for  his  treatment,  I believe  because 
of  this  situation  the  addict’s  attitude  modifies  over  a period  of  time  as 
to  what  he  will  do.  He  now  begins  to  feel  that  the  onus  of  his  problem  is 
just  as  much  on  him  as  on  ’’them”.  Mo  miatter  what  ’’they”  have  been  doing 
to  him,  he  begins  to  consider  what  he  is  doing  to  himself.  This  is  one 
of  the  most  important  parts  of  therapy.  He  begins  to  look  at  himself 
and  see  his  own  problems  and  not  to  use  rationalizations  and  projections 
and  paranoid  ideas  which  he  has  set  up,  some  of  which  are  justifiable 

in  a sense  because  of  his  relationships  with  other  people  and  society. 

It  is  true  that  many  of  these  addicts  can’t  be  helped  at  the  moment  and 
perhaps  we  never  can  help  them  in  this  kind  of  a setting,  I think  that 
other  kinds  of  setting  are  essential  to  overall  treatment, 

I have  outlined  what  we  try  to  do  in  actual  treatment.  Because 
we  have  a sma.ll  unit,  only  8 or  9 beds  for  a mixture  of  male  and  female, 
we  have  to  treat  the  majority  of  our  patients  on  an  outpatient  basis,  I 
wouldn’t  agree  with  the  idea  that  the  addict  cannot  be  treated  as  an 
outpatient  for  withdrawal  or  any  other  purposes.  Our  experience  in  fact 
suggests  that  the  addict  can  be  withdrawn  as  easily  on  the  street  as  in  a 
residential  facility  although  I think  treatment  in  a Residence  is 
preferable.  We  believe  we  have  withdrawn  about  65^  of  the  addicts  that 
have  begun  a withdrawal  program.  Methadone  is  the  drug  of  choice  which  is 
a S3mthetic  narcotic.  We  believe  we  have  withdrawn  60^  on  an  outpatient 
basis  and  in  fact  our  figures  are  somewhat  less  for  those  withdrawn  in 
residence.  This  figure  is  open  to  objection  as  we  can  be  more  sure  of 
those  in  Residence  than  those  who  have  been  treated  outside.  We  are 
aware  of  this,  V/e  have  tried  to  examine  this  carefully  and  feel  that  by 
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and  large  these  figures  are  correct.  I will  say  this  however.  A lot  of 
addicts  that  have  been  vdthdrawn  on  the  street  have  been  back  again  within 
two  weeks  and  are  addicted  and  we  start  all  over  again.  This  process 
may  be  ten  times  in  a year  before  we  begin  to  make  any  serious  inroads 
into  the  drug  problem  which  is  the  icing  on  the  cake  of  the  real  problems 
of  the  addict. 

So  far  we  have  never  been  able  to  do  a complete  follow-up  of  all 
the  patients  that  have  come  to  see  us.  At  this  time  we  are  in  the  middle 
of  an  evaluation.  Off  the  top  of  our  heads  the  other  day  we  could  think 
of  about  35^^'  patients  that  we  know  who  have  been  withdrawn  and 
abstaining  for  some  considerable  time  - up  to  five  or  six  years  in  some 
instances.  Some  of  these  were  on  the  basis  of  very  intensive  treatment, 
some  on  a less  intensive  basis.  They  have  available  to  them  psychiatric, 
medical  and  case  work  treatment.  We  have  attempted  to  try  to  assist  them 
with  job  finding,  with  housing  and  other  practical  ways  where  they  needed 
help.  When  this  gap  has  been  bridged  we  have  been  able  to  get  involved 
in  their  other  needs, 

I think  our  main  purpose  is  to  try  to  understand  something  of 
addiction,  to  find  out  how  we  can  treat  the  addict,  what  we  can  do  and 
what  this  kind  of  setting  can  do.  As  I mentioned  there  are  other  settings 
and  addicts  need  various  kinds  of  controls. 

Now  if  addicts  break  the  law  and  I am  talking  about  the  law  in 
all  its  phases  and  not  just  the  law  regarding  narcotic  drugs,  where 
addicts  break  the  law  and  go  to  jail  then  I think  it  is  appropriate  we 
should  try  to  treat  them  there.  In  this  regard  I am  in  agreement  id.th 
a treatment  unit  like  Matsqui  - I only  quarrel  with  the  nature  of  the 
unit  itself.  There  is  a need  for  such  a treatment  setting. 

Secondly,  I don^t  know  what  all  of  our  experiences  are  in  this 
area,  but  in  British  Columbia  we  are  unfortunate.  We  are  behind  such 
backv;ard  countries  as  Siam,  People  call  them  backward  but  they  have 
much  better  ideas  about  the  treatment  of  addicts  than  we  do  in  many 
ways.  We  are  not  able  to  admit  our  addicts  to  mental  hospitals,  general 
hospitals,  because  of  the  framework  of  procedures  for  the  payment  of 
treatment,  etc.  We  segregate  him,  isolate  him  and  screen  him  out  so 
that  it  is  not  possible  for  him  to  get  treatment  in  these  settings.  It 
is  essential  that  facilities  be  available  to  him  as  any  other  person 
who  is  sick. 

Thirdly,  community  based  treatment  centres  with  inpatient  and 
outpatient  facilities  are  necessary.  All  of  them  should  encoiT5)ass  some 
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conanunity  rehabilitation  system  which  will  be  able  to  follow  the  addict 
along.  If  a person  gets  a broken  leg  he  may  have  to  go  into  the  hospital. 
He  may  stay  there  for  a while.  I^en  he  leaves  the  hospital  we  assume 
it  is  good  medical  practice  to  follow  up  the  individual  in  the  treatment 
he  needs  in  the  community.  This  may  involve  specialized  treatment, 
outpatient  service,  etc.  I think  that  for  the  individual  and  society’s 
good  we  should  do  this  for  the  addict  as  well. 

These  are  the  elements  of  a comprehensive  program.  It  would 
involve  the  front  line  men  in  medicine  - the  general  practitioners.  We 
should  involve  them  a great  deal  more  in  treatment.  Perhaps  because 
we  have  been  afflicted  by  our  good  neighbors  to  the  south  - infected 
almost  by  some  of  them  - a great  number  of  physicians  in  Canada  do  not 
know,  or  understand,  or  believe  that  they  can  prescribe  narcotics  or 
any  other  drug  for  addicts  outside  of  a hospital  setting.  We  are  more 
sophisticated  and  we  know  this  is  not  so.  We  also  know  more  than  our 
colleagues  in  general  practice  that  the  addict  is  a difficult  person  to 
treat.  But  he  will  never  get  less  difficult  if  we  don’t  start  somewhere. 
The  general  practitioner  should  be  involved  and  is  the  proper  person,  in 
some  Ways,  to  head  the  treatment  team.  The  addict  should  be  able  to  go  to 
him  and  look  for  assistance.  If  the  practitioner  has  available  to  him 
consultative  and  other  resources  than  we  could  look  toward  a sharing 
of  the  whole  treatment  program.  This  would  lead  to  a much  less  expensive 
type  of  program  and  one  more  in  line  with  the  concepts  of  both  physical 
and  mental  health  treatment. 

This  would  allow  us  to  develop  some  hope  in  treatment  and 
instead  of,  as  in  the  past,  screening  the  addict  out' of  soc^ty  to  screen 
him  back  into  society.  If  we  are  able  to  do  something  like  this  we  will 
have  done  the  job  required  of  us. 


NARCOTIC  ADDICTION  CONFERENCE  - Niagara  Falls,  Ontario,  Feb.  21-24,  1963 


TREATMENT  OF  DRUG  ADDICTION  IN  PRIVATE  PRACTICE 

Jo  Co  Co  Dawson,  MoD, 
Registrar-Treasurer, 
College  of  Physicians  and 
Surgeons  of  Ontario, 
Toronto,  Ontario. 


The  previous  speakers  have  dealt  very  fully  with  various  aspects  of 
the  addiction  problem,  statistical,  legal,  and  therapy,  both  enforced  and 
voluntary.  We  were  invited  to  discuss  with  you  the  role  of  the  private 
practitioner  of  medicine  in  treatment.  It  was  expected  that  the  administrative 
officers  of  the  medical  licensing  body  would  have  considerable  knowledge  of 
this  area  of  medical  practice  since  it  is  so  precisely  regulated  and  controlled 
by  statutory  provisions.  On  the  contrary  we  know  very  little  about  treatment 
of  addiction  as  it  is  provided  by  the  private  practitioner.  Nor  did  we  gain 
any  experience  when  we  were  in  private  practice  ourselves  that  would  add  any- 
thing to  your  knowledge  of  this  subject. 

In  explaining  our  inadequacies  to  those  who  arranged  the  programme  we 
were  bold  enough  to  suggest  however  that  we  did  have  information  which  might  be 
of  interest,  and  which  we  felt  would  not  be  available  from  other  sources.  We 
refer  to  the  addicted  physician.  Sooner  or  later  he  comes  to  the  attention  of 
the  licensing  body  which  may  ultimately  find  it  necessary  to  deal  with  him  as 
a disciplinary  problem,  other  methods  having  failed. 

We  feel  that  when  discipline  has  to  be  exercised  it  is  an  admission 
that  therapy  and  efforts  at  rehabilitation  have  been  inadequate  or  have  failed. 
We  feel  that  while  medical  treatment  of  one  of  its  members  is  not  the  function 
of  a licensing  body  yet  it  has  a moral  responsibility  to  help  the  addicted 
physician  to  maintain  his  status  as  a useful  and  safe  practitioner.  If  these 
efforts  fail  then  the  licensing  body  must  exercise  its  statutory  authority  and 
restrict  or  remove  his  license  to  practice.  Your  opinions  and  advice  will 
prove  helpful  to  us  in  dealing  with  these  physicians. 

Before  proceeding  to  develop  our  subject  we  would  like  to  ask  a few 
questions  relating  to  treatment  in  private  practice: 

Under  the  existing  laws  in  this  country  do  you  find  that  narcotic 
addicts  can  be  effectively  treated  by  private  practitioners?  From  personal 
communications  we  hear  that  amphetamine  addicts  can  be.  Can  the  barbiturate 
addict  be  effectively  barred  from  illicit  sources  of  supply  when  under 
treatment  from  a private  practitioner? 

Does  successful  treatment  in  private  practice  depend  upon  treating 
the  factors  which  lead  up  to  the  addiction  as  well  as  the  addiction  itself, 
with  later  rehabilitation  training  so  that  the  predisposing  factors,  if  any, 
may  not  beccane  operative  once  again?  Whoisould  comprise  the  team  in  addition 
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to  the  attending  physician  - a psychologist,  a social  service  worker,  a 
psychiatrist? 

If  the  answers  to  these  last  two  questions  are  in  the  affirmative 
then  we  ask,  are  these  facilities  fully  available  in  private  practice  or  can 
they  only  be  obtained  through  a voluntary  or  government  agency  working  in  this 
field? 


When  we  refer  to  the  problems  in  which  we  are  particularly 
interested  it  is  to  be  understood  that  these  are  the  problems  of  all  medical 
licensing  bodies,  and  in  particular  of  their  registrars  or  administrative 
officers.  We  deal  with  members  of  the  medical  profession,  that  segment  of 
the  population  to  which  the  law  grants  freer  access  to  the  narcotic  and 
controlled  drugs  than  it  does  to  any  others  with  the  exception  of  dentists  and 
veterinary  surgeons.  This  places  a heavy  responsibility  on  a doctor  not  to 
abuse  this  privilege.  By  education  and  training  he  should  be  well  prepared  to 
accept  and  carry  it.  In  his  imdergraduate  training  he  is  informed  of  the 
pharmacological  properties  of  these  drugs  and  dxiring  his  senior  years  he  is 
shown  the  clinical  aspects  of  drug  addiction.  He  receives  instruction  in 
medical  ethics  and  is  warned  of  the  impropriety  and  dangers  inherent  in 
prescribing  these  drugs  for  himself  or  his  family.  Upon  being  licensed  for 
practice  he  is  informed  of  the  offences  which  may  result  in  the  loss  of  his 
license.  In  Ontario  one  of  these  1st  “Abuse  of  narcotics  or  other  drugs  that 
impair  the  judgement  or  skill  of  the  practitioner  or  abuse  of  the  privileges 
conferred  on  medical  practitioners  to  dispense  and  prescribe  narcotic  or 
habit  forming  drugs. “ He  is  also  warned  that  contravention  of  the  Opium  and 
Narcotic  Drug  Act  constitutes  an  indictable  offence  and  conviction  by  the 
Courts  will  in  addition  lead  to  disciplinary  action  by  his  professional 
licensing  body. 

In  spite  of  all  this  some  physicians  fail  to  live  up  to  their 
responsibility.  We  will  only  refer  in  passing  to  that  most  serious  of  all 
drug  offences  - trafficking  - this  is  an  indictable  offence  and  is  dealt  with 
by  the  Courts. 

The  creation  of  drug  addiction  in  the  course  of  treating  a patient 
may  at  times  be  unavoidable  but  in  some  other  instances  so-called  medical 
addiction  need  not  have  occurred.  This  is  true  where  the  prolonged  and 
unnecessary  prescribing  of  barbiturates  leads  to  addiction,  or  the 
injudicious  and  prolonged  use  of  amphetamines  produces  similar  effects.  We 
must  ask  why  doctors  prescribe  these  drugs  in  the  quantities  and  for  the  long 
periods  that  they  do,  when  by  their  training,  knowledge  and  experience  they 
should  know  of  the  risks  to  which  they  are  exposing  their  patients,  (Here 
Dr.  Dawson  described  a case  of  amphetamine  addiction  within  a practitioner's 
own  family.)  These  situations  also  occur  in  less  dramatic  circumstances  and 
it  appears  that  they  will  continue  unless  the  erring  members  of  the  medical 
profession  can  be  reached  by  an  intensive  educational  campaign  to  overcome 
their  misplaced  confidence  in  the  advertised  safety  of  the  drugs  they  are 
using  for  the  treatment  of  some  relatively  minor  disorder,  A further  example 
is  the  compulsive  eater  who  is  exposed  to  the  greater  hazard  of  drug 
addiction  through  the  prolonged  use  of  one  of  the  appetite  inhibitors. 

In  prescribing  large  quantities  of  barbiturates  on  a single 
prescription,  physicians  may  be  influenced  by  consideration  for  the  patient ^s 
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pocket  book  and  convenience,  and  also  for  the  physician’s  convenienceo  How  are 
we  to  impress  upon  practitioners  that  these  drugs  are  potentially  dangerous  and 
should  not  be  prescribed  in  quantities  of  one  hundred  or  multiples  thereof# 

Addiction  in  the  physician  himself  is  a very  sad  situation  and  one 
that  bias  become  a serious  problem  for  the  licensing  bodies.  As  a rule  the 
first  intimation  we  receive  is  from  Mr.  Hammond,  Chief  of  the  Division  of 
Narcotic  Control  who  has  detected  from  his  records  that  the  doctor’s  purchases 
of  the  controlled  drugs  for  office  use  have  become  abnormal. 

When  this  is  brought  to  the  offender’s  attention  he  promptly  reduces 
the  quantity  of  his  purchases  but  where  he  used  to  dispense  from  his  own  office 
for  his  patients  he  now  writes  prescriptions,  and  is  able  to  divert  a 
continuing  quantity  of  his  office  supply  to  his  own  use;  or  he  sinks  deeper 
and  prescribes  for  fictitious  patients. 

We  have  no  accurate  figures  on  the  total  number  of  professional 
addicts  - only  the  number  who  are  under  observation  at  any  one  time  - and  this 
figure,  while  not  large,  is  increasing.  No  single  practitioner,  group  of 
practitioners,  or  institution  in  this  country  seems  to  have  had  a sufficient 
number  of  physicians  under  treatment  to  be  able  to  assess  the  situation  and 
offer  advice  as  to  control,  therapy,  or  prognosis. 

From  our  experience  these  are  difficult  people  to  handle.  In  most 
interviews  with  them  there  has  been  reasonable  certainty  that  the  doctor  was 
under  the  influence  of  one  of  these  drugs  at  the  time.  Yet  it  is  very 
difficult  under  the  provisions  of  the  various  Medical  Acts  in  our  provinces 
to  obtain  evidence  upon  which  the  licensing  body  can  take  appropriate  action. 
There  is  a growing  tendency  to  regard  the  addicted  physician  as  a sick  man 
rather  than  a delinquent  who  has  made  himself  liable  to  disciplinary  action. 

I feel  we  must  be  more  realistic  in  dealing  ■with  them  - yes,  certainly 
regard  them  first  of  all  as  ill  persons,  but  in  the  interests  of  the  public 
and  themselves  have  the  necessary  authority  written  into  our  Medical  Acts  to 
commit  them  for  treatment  and  to  withdraw  their  licenses  until  such  time  as  a 
competent  board  has  stated  they  are  fit  to  resme  practice  with  a 
probationary  or  limited  license. 

Our  present  Medical  Acts  and  the  Regulations  under  these  Acts  when 
referring  to  the  addicted  physician  generalize  to  such  a degree  that  these 
cases  can  rarely  be  dealt  with  in  a definitive  manner.  By  comparison  some  of 
the  American  States’  Medical  Practice  Acts  spell  out  in  considerable  detail 
the  actions  of  a physician  which  will  render  him  liable  to  disciplinary 
action.  It  is  expected  that  a physician’s  conscience  should  be  his  guide 
but  if  he  hasn’t  got  a conscience  then  clearly  stipulated  regulations  must 
serve  him  in  its  stead.  As  an  example  Section  2390  of  the  Business  and 
Professional  Code  of  the  State  of  California  is  as  follows : 

"The  use  of  prescribing  for  or  administering  to  himself,  of 
cocaine,  opium,  morphine,  codeine,  heroin,  alpha  eucaine, 
beta  eucaine,  chloral  hydrate  or  any  of  the  salts, 
derivatives  or  compounds  of  the  foregoing  substances;  or 
the  use  of  paraldehyde  or  barbituric  acid,  their  salts, 
compounds  or  derivatives,  or  of  any  narcotic  or  dangerous 
drug  regulated  by  the  statutes  of  this  State,  or  of 
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alcoholic  beverages  to  the  extent,  or  in  such  manner  as 
to  be  dangerous  or  injurious  to  a person  holding  a 
certificate  under  this  chapter,  or  to  any  other  person 
or  to  the  public,  or  to  the  extent  that  such  use  impairs 
the  ability  of  such  person  so  holding  such  a certificate 
to  conduct  with  safety  to  the  public  the  practice 
authorized  by  such  certificate  or  the  conviction  of  more 
than  one  misdemeanor  or  any  felony  involving  the  use, 
consumption  or  self  administration  of  any  of  the 
substances  referred  to  in  this  section  or  any  combination 
thereof,  constitutes  unprofessional  conduct  within  the 
meaning  of  this  chapter,’* 

And  Section  2399 <>5  deals  with  "Prescribing  without  Examination'*  s- 

**Prescribing  dangerous  drugs  as  defined  in  Section  4211, 
without  either  a prior  examination  of  the  patient  or 
medical  indication  thereof,  constitutes  unprofessional 
conduct  within  the  meaning  of  this  chapter,*’ 

Mr,  Hammond  would  agree  that  to-day  barbiturate  and  amphetamine 
addiction  amongst  this  class  is  much  more  prevalent  than  narcotic  addiction. 
This  is  understandable  - the  physician  fully  appreciates  the  risk  from  self- 
medication  with  narcotics  but  the  other  group  of  drugs  he  believes  to  be 
less  incapacitating,  and  for  the  occasional  use  he  intends  to  make  of  them, 
relatively  free  from  the  risk  of  addiction.  Because  of  their  ready 
accessibility  and  ease  of  administration  he  comes  to  rely  on  them  more  and 
more  for  personal  relief  from  headache,  fatigue,  insomnia,  difficult 
situations  in  practice  or  marital  difficulties j until  in  the  vernacular  he 
is  **hooked**. 

Vie  also  observe  that  these  same  situations  may  result  in  a 
different  type  of  addiction  - alcoholism;  which  in  itself  may  establish  the 
symptoms  requiring  self-prescribed  amphetamines  or  barbiturates.  The 
resulting  interplay  of  two  types  of  addiction  presents  us  with  a serious 
problem. 


Is  the  licensing  body  to  look  upon  this  physician  only  as  a sick 
person  in  need  of  treatment;  or  as  an  offender  guilty  of  improper 
professional  conduct?  In  either  event,  in  the  interests  of  the  public  it  may 
be  necessary  to  revoke  or  restrict  his  license  to  practice.  By  tradition  and 
experience  licensing  bodies  find  it  difficult  to  view  the  physician  addict  as 
an  individual  who  should  not  be  charged  with  some  responsibility  for  his 
illness.  This  attitude  may  be  justified  when  one  considers  the  stage  the 
disease  has  reached  when  the  sufferer  is  first  brought  to  the  attention  of  the 
licensing  body.  By  this  time  he  may  have  had  his  prescribing  privileges  with- 
drawn by  the  Department;  his  professional  misconduct  has  led  to  the  loss  of 
his  hospital  privileges;  and  he  may  have  been  convicted  in  the  Courts  of  an 
indictable  offence. 

However,  we  are  now  showing  more  concern  about  the  physician  in  the 
early  stages  of  his  addiction,  and  we  ask  can  he  be  handled  as  a patient 
rather  than  dealt  with  as  a miscreant.  However,  any  leniencj’-  on  the  part  of 
the  licensing  body  must  not  prejudice  the  safety  of  the  public;  if  there  is 
any  question  of  the  individual’s  competency  being  impaired  his  practice 
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privileges  must  be  curtailed  or  removed » It  appears  to  us  that  an  ideal 
regimen  for  the  treatment  and  rehabilitation  of  the  early  addict  should 
provide  for  full  co-operation  and  liaison  between  those  providing  the  treat- 
ment and  the  licensing  bodies.  There  should  be  provision  in  the  Statutes  for 
the  licensing  body  to  receive  reports  on  the  physician-patient’s  condition  so 
that  it  might  determine  what  changes,  if  any,  should  be  made  in  his  practice 
privileges.  We  realize  that  this  may  not  be  an  acceptable  proposal  to  many 
of  you  who  rightly  regard  any  information  on  a patient  as  privileged.  We 
would  ask  your  reconsideration  of  this  point  since  its  implementation  would 
lessen  the  likelihood  of  the  patient  being  charged  with  improper  professional 
conduct;  by  a restriction  in  his  practice  privileges  he  would  be  protected 
from  committing  errors  which  might  adversely  affect  both  the  public  and 
himself. 
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DISCUSSION  PERIOD  - Morning  of  Friday,  February  22. 

Dr»  Hobbs,  the  chairman,  opened  discussion  by  referring  to  the  question 
of  which  came  first  in  the  criminal  addict  - his  addiction  or  his  criminal 
behaviour o 

Mr o Hammond  said  that  in  the  great  majority  of  cases  his  records  showed 
prior  criminality. 

There  were  some  inquiries  as  to  the  source  of  some  of  these  records,  as 
to  how  Mto  Hammond  determined  when  his  subjects  had  become  addicts  and  if 
the  subjects  being  studied  were  characteristic  of  addicts  in  general. 

Mr.  Hammond;  The  first  record  may  involve  the  theft  of  a car  or  some 
type  of  crime  like  that.  With  females  it  is  vagrancy  or  v^alking  the  streets. 
Then  we  find  that  three  or  four  years  after  the  first  attempt 
they  come  to  the  attention  of  the  authorities  through  narcotics. 

Dr . Schur  commented  on  the  classification  of  addicts  into  medical, 
criminal  and  professional  and  suggested  that  this  might  be  setting  up  sort 
of  a double  standard.  Mr.  Curran  pointed  out  that  the  criminal  addict  had 
no  medical  justification  for  his  use  of  drugs.  Dr . Schur  asked  why  it  was 
any  less  medical  than  use  by  the  professional  addict.  One  could  not  at  the 
same  time  say  that  the  addict  was  sick  and  that  he  was  acting  by  design  with 
no  excuse  and  no  justification. 

Dr.  Lavert?;-  asked  if  the  criminal  addicts  were  professional  criminals  or 
persons  involved  in  the  kind  of  crime  that  people  do  for  kicks  e.g.  juvenile 
delinquents  taking  cars  for  excitment,  etc.  If  the  latter,  he  felt  there 
would  be  a link  between  their  behaviour  and  their  addiction. 

^^r.  Hammond;  Our  records  indicate  that  the  crimes  are  not  serious,  violent 
crimes. 

Dr.  Eve son  asked  if  it  would  be  possible  to  obtain  statistics  on  the 
type  of  criminal  pattern  e.g.  how  many  of  them  might  have  several  years  lapse 
between  the  onset  of  criminality  and  of  addiction.  It  is  possible. 

Dr.  Eveson  continued,  that  the  problem  the  addict  is  curing  (or  making  a 
perverted  attempt  at  curing)  by  his  addiction  is  this  problem  of  delinquency. 

I4r . Hammond  answered  that  very  often  these  people  become  involved  with 
minor  crime  in  areas  where  there  are  no  narcotics  available. 

Dr.  Eveson  suggested  that  the  pre-addicted  delinquent  person  might 
possibly  be  a more  passive  kind  of  individual  than  the  overt  acting-out  kind 
of  delinquent  who  engages  in  anti-social  activity.  The  pre-addict  is  a 
person  who  likes  to  hang  on  the  fringe  of  this  kind  of  activity  and  who  cannot 
be  a leader  and  does  seek  some  kind  of  group  identification  possibly  by  early 
teen-age  smoking  and  drinking  etc.  Heroin,  with  its  very  strong  drive- 
reducing  action,  does  form  a kind  of  cure  for  the  problem  he  has  - one  of 
hostility  and  anxiety. 

Mr.  Curran  then  cited  the  evidence  produced  before  the  Senate  Committee  on 
Narcotic  Addiction  by  former  Commissioner  Nicholson.  From  information  in  the 
files  of  roughly  100  persons  who  were  known  to  be  addicts,  it  was  stated  that 
all  had  lengthy  criminal  records  unrelated  to  addiction  or  to  any  evidence  that 
they  had  become  identified  with  drugs. 
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Supto  Goldsmith;  Out  of  2,009  addicts  located  and  checked,  1,108  were 
from  British  Columbia  and  of  these  604  had  criminal  records  prior  to  narcotic 
convictions,  and  304  were  known  addicts  with  criminal  but  not  narcotic  con- 
victions o 

Dr..  MacFarlane  pointed  out  that  we  understood  these  records  referred  to 
narcotic  convictions  and  that  this  did  not  necessarily  mean  that  a man  wasn’t 
an  addict  before  he  was  convicted » He  felt  that  such  evidence  had  to  be 
very  clearly  stated  =. 

Dro  Halliday;  At  our  clinic  we  have  few  if  any  professional  or  medical 
addicts,  so  we  are  speaking  about  what  is  called  the  criminal  addict o The 
great  number  of  those  we  see,  perhaps  the  majority,  certainly  had  some  kind 
of  police  record  before  they  became  involved  with  drugs,  as  far  as  we  knoWo 
We  have  tried  to  identify  their  first  contact  with  the  police  and  their  first 
use  of  drugs  of  any  kind  - narcotics,  barbiturates,  alcohol,  aspirin,  what- 
ever it  may  be,  wherever  they  have  been  used  on  a continuing  basis.  I think 
it  is  quite  true  that  the  majority  of  the  addicts  we  see  have  police  or 
criminal  records. 

On  the  other  hand  while  Mr.  Hammond’s  figures  show  that  addicts  under 
twenty  number  forty  or  fifty  in  the  country  as  a whole,  we  think  there  are 
upwards  of  200  in  this  group  in  Vancouver  alone.  Many  of  these  have  never 
been  identified  to  the  police  or  at  least  never  identified  as  addicts.  By 
the  same  token  there  are  many  people  who  are  delinquent  who  never  become  addicts. 
And  there  are  many  people  who  are  delinquent  and  criminal  who  are  not  identi- 
fied as  such  at  all. 

Dr.  Scott;  At  Kingston  there  are  about  100  inmates  who  have  been 
sentenced  for  possession  and  offences  of  that  nature.  The  prison  informants, 
the  men  whom  I talk  to,  tell  me  there  are  an  equal  n\imber  of  addicts  in  the 
prison  population  who  are  not  known  by  the  authorities  and  who  intend  to 
continue  with  their  addiction  when  released.  They  may  be  in  for  any  one  of 
many  offences  - theft,  embezzlement,  conspiracy  - but  only  to  the  prison 
population  are  they  known  as  addicts. 

Mr . Hammond ; Our  records  are  based  on  information  we  receive  from  the 
police,  from  physicians,  from  courts.  I couldn’t  tell  you  exactly  the  number 
that  would  come  within  the  category  to  which  Dr.  Scott  refers.  I have  a file 
before  me.  Here  is  a case  that  came  to  the  attention  of  the  police  in  1940 
for  theft.  This  man  didn’t  come  to  the  attention  of  the  authorities  narcotic- 
wise  until  1948  yet  there  are  about  10  to  12  convictions.  We  are  reasonably 
certain  that  if  this  man  was  involved  in  drugs  during  those  eight  years  and 
10  to  12  convictions  he  would  have  been  found  in  possession  of  drugs  at  some 
time. 


Dr.  Ettinger  raised  the  possibility  that  this  man  might  have  acquired  his 
appetite  for  drugs  by  infection  from  contact  with  addicts  in  jails  to  which 
he  was  sentenced. 

Rev.  Flint;  In  contact  with  the  female  addict  we  find  first  of  all  that 
they  have  a high  percentage  of  other  sentences  than  drug  offences.  Contagion 
in  the  group  has  a great  part  to  play  and  in  many  cases  there  has  been  a 
very  definite  resistance  to  the  use  of  drugs  on  the  part  of  the  individual. 

You  will  often  find  with  the  youngster  that  the  group  itself  has  attempted  to 
keep  the  youngster  away  from  it.  In  observing  78  cases  of  addicts,  I think 
there  were  only  two  who  admitted  having  been  introduced  to  drugs  at  a very 
early  stage.  They  did  use  drugs  and  did  not  get  involved  in  the  trafficking 
for  some  period  of  time  but  had  a history  of  anti-social  behaviour  long  before 
really  getting  hooked. 
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Pro  Ferguson  asked  whether  the  narcotic  control  authorities  ordinarily 
received  information  about  persons  arrested  on  non-narcotic  charges  who 
exhibited  withdrawal  symptoms  while  in  custody » Firo  Hammond  indicated  that 
they  did  have  this  kind  of  information  although  not  complete o 

Dr»  Holmes;  Alcohol  and  other  drugs  also  play  a role  in  the  life  history 
of  these  people  as  evidence  of  their  illness » Moving  into  narcotics  is  just 
an  extension  of  their  illness o This  is  relevant  to  their  crim.e  pattern  that 
is  supposed  to  be  the  only  factor  operating. 

Mr.  Curran  pointed  out  that  the  addicts  need  to  associate  with  sources 
of  supply.  This  tends  to  bring  him  under  observation  of  the  narcotic 
enforcement  authorities  whether  or  not  they  get  convicted. 

Supt . Goldsmith  referred  to  one  of  the  figures  he  had  cited  earlier  - the 
304  B.C.  criminals  who  were  known  to  be  addicts  but  who  had  not  been  convicted 
as  such  - as  an  indication  that  the  police  did  know  about  a great  many 
addicts  who  had  not  been  convicted. 

Dr.  Laverty;  Addiction  is  well-kno’vn  to  certain  groups  such  as  criminals, 
jazz  musicians  and  doctors.  I have  seen  a number  of  medical  men  who  were 
addicted  and  as  far  as  I know  they  didn^t  have  criminal  records.  This  is 
probably  true  of  the  majority  of  the  jazz  musicians  to  whom  the  context  of 
addiction  is  quite  a different  one.  Instead  of  looking  at  it  from  a category 
point  of  view  it  is  better  to  look  at  the  opportunity  a person  has  of  becoming 
addicted  and  to  weigh  it  up  in  terms  of  his  personality,  of  the  fear  of 
reprisals  if  he  is  discovered  versus  the  antagonism  of  his  own  group  if  he 
doesn^t  take  the  drugs. 

Dr.  Boothroyd;  My  strong  impression  based  on  taking  the  histories  of 
between  200  and  300  female  addicts  is  that  the  vast  majority  of  these  were 
prostitutes  before  they  became  drug  addicts.  It  depends  on  definition. 

Certainly  they  have  been  convicted  on  Vag  C counts  and  in  jail  for  short 
sentences  before  they  began  to  use  drugs.  This  may  be  considered  delinquency, 
technically,  or  crime. 

Dr.  Schur;  My  recollection  is  that  Pescor^  found  in  his  classic 
statistical  analysis  at  Lexington  that  less  than  a majority  had  prior  criminality. 
Even  assuming  these  statistics  about  prior  criminality  are  valid  might  we 
not  still  be  faced  vd.th  the  question  of  why  this  is  so?  Is  this  a necessary 
relation  between  criminality  and  addiction  or  has  public  policy  and  various 
other  social  factors  helped  to  create  this  situation?  For  example,  why, 


^Pescor,  J.,  A Statistical  Analysis  of  the  Clinical  Records  of  Hospitalized 
Drug  Addicts,  Supp.  143>  PoH.  Reports,  Washington,  U.S.,  1943* 

In  1943  a sample  of  1,036  patients  at  Lexington  Hospital  revealed  that  75 <>3% 
had  no  history  of  delinquency  prior  to  addiction. 
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in  Britain,  do  delinquents  or  passive  individuals  (of  whom  there  are  many) 
not  go  into  addiction?  I suspect  it  has  a lot  to  do  with  the  curtailment  of 
opportunity  through  the  impact  of  policy  on  illicit  trafficking « 

Mto  Kirkpatrick;  Any  of  us  sitting  here  could  not  go  and  buy  drugs  at 
Jarvis  and  Shuter  tonight  if  we  tried  with  a thousand  dollar  bill  in  our  hando 
There  has  to  be  at  least  some  belonging  to  and  acceptance  by  the  criminal 
fringe,  the  group  who  are  inter-related  actively  or  inactively  from  time  to 
time  with  criminality  in  our  cities o The  person  therefore  has  to  be  vouched 
for,  he  has  to  be  a ’bight  ” person o He  has  to  have  a close  association  with 
crime  and  criminality  or  have  been  a participanto  Mto  Couse *s  paper  indicates 
that  in  his  survey  of  twenty  people,  which  he  has  gone  into  analytically, 
nineteen  have  clear  indications  (from  case  records  and  not  just  the  man^s 
statement)  of  antecedent  crirainalityo  In  the  case  of  other  members  of  the 
family,  however,  there  are  only  three  instances  of  criminal  behaviour o The 
pattern  of  criminal  behaviour:-  crimes  against  the  person,  four;  against 
property  with  aggression,  ten;  crime  against  property,  five;  fraudulent  crime 
one;  and  to  illustrate  and  perhaps  break  down  a prejudice,  sexual  crime,  none. 
Our  evidence  indicates  antecedent  criminality  or  clear  association  with 
criminality  pretty  clearly. 

Mr.  Gif fin;  There  is  a large  element  of  plausibility  here  in  terms  of 
accessibility  and  opportunity.  Also,  it  is  true  that  when  users  first  start 
they  have  been  in  contact  with  other  users  and  there  may  be  some  self- 
perpetuating  pattern  here  - a person  has  to  be  in  the  criminal  world  before 
he  makes  the  contact  to  get  the  drugs  and  the  interest  to  start  using  the  drugs 

Dr.  Halliday;  I think  Cohen-^  has  pointed  out  in  a study  of  various  kinds 
of  crimes  in  thirty-five  major  American  cities  that  where  addiction  is  high, 
crimes  against  the  person  (crimes  of  assault,  rape,  aggression,  murder  and 
so  on)  tend  to  be  low<,  Where  addiction  is  low,  crimes  against  the  person  tend 
to  be  high.  Maybe  we  have  to  take  more  than  one  area  of  delinquency  or 
criminal  behaviour  under  consideration.  If  we  are  focusing  on  behaviour  then 
we  must  focus  on  all  areas  of  behaviour  and  not  just  crimes  against  property. 

Dr.  Scott;  The  addict  is  doing  one  thing,  he  is  attempting  to  solve  his 
problems.  Now  this  problem  may  take  the  form  of  a social  conflict  in  which  he 
cannot  adjust  to  the  conforming  culture,  so  then  he  moves  and  begins  to  break 
the  culture.  He  may  be  a fairly  aggressive  person  and  he  becomes  addicted 
as  part  of  the  cultural  set-up.  This  is  the  thing  to  do.  He  will  have  a long 
delinquent  record.  On  the  other  hand  he  may  be  a person  who  has  tried  to  solve 
a basically  intrinsic,  inside  problem  - in  other  words  a neurotic  problem. 
Eventually,  when  he  has  come  to  the  end  of  all  his  adjustments,  he  may  find 
that  a drug  like  heroin  does  it.  This  latter  kind  of  man  is  not  aggressive,  so 
he  has  no  delinquent  history  behind  him.  We  have  two  different  types  of  people 
who  have  different  backgrounds:-  one  with  a delinquent  background  and  one 
with  a non-delinquent  neurotic  background. 

Dr . Dancey  added  that  in  some  cases  an  addict  might  have  sufficient 
financial  resources  to  stay  away  from  criminal  channels. 

Dr.  Et tinge r asked  how  long  it  usually  took  from  the  first  contact  with 
drugs  to  the  point  at  which  the  user  could  be  considered  addicted;  and  how 
long  it  might  be  before  he  would  be  picked  up  for  possession. 


^Cohen,  A.K., 


Delinquent  Boys, 
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Dto  Halliday;  There  is  no  single  answer  to  this.  I have  seen  addicts 
who»  insofar  as  they  have  given  us  their  history,  are  addicted  within  a couple 
of  months  of  their  i^irst  contact  with  drugs  - I have  met  others  who  for  a 
number  of  3rears  were  weekend  users,  party  poppers  and  this  sort  of  thing,  and 
have  gone  on  for  perhaps  two  or  three  years  before  they  became  addicted. 

By  and  large  I would  think  addiction  develops  within  six  months.  This  is  a 
rough,  informed  guess  only.  With  regard  to  the  time  interval  between  then  and 
being  picked  up  for  a drug  infraction,  I would  think  this  might  be  eighteen 
months  in  the  majority  of  cases.  Again,  with  the  kind  of  people  to  which 
Dr.  Dancey  referred,  I can  think  of  one  man  I knew  who  was  on  drugs  for  probably 
ten  to  twelve  years  before  he  came  into  contact  with  the  law. 

Mr.  Archibald  suggested  there  should  be  some  discussion  on  the  question  of 
whether  addiction  is  the  inevitable  destiny  of  any  one  who  starts  to  use  drugs. 

Dr.  Hobbs;  It  seems  that  criminal  behaviour  and  addiction  are  highly 
linked  but  this  doesn’t  seem  to  be  the  whole  story.  One  wonders  if  we  haven’t 
made  the  problem  to  a large  extent  by  the  way  we  have  divided  addicts  into 
three  groups:  we  called  one  group  criminal  addicts  and  therefore  we  are 
going  in  circles.  We  have  excluded  the  other  groups  and  s' id  they  must  be 
different.  But  are  they  different?  There  are  a lot  of  question  marks  in 
this  area.  All  your  statistical  evidence  is  biased  in  one  fashion  or  other 
and  biased  statistical  evidence  allows  you  to  be  very  emphatic  about  things  you 
previously  believed.  This  statistical  evidence  is  not  solid  one  way  or 
another . 


DISCUSSION  PERIOD  - Friday,  Feb.  22,  1963 » 

Early  Afternoon  Session 

Initiated  by: 

S.  J.  Holmes,  M.D. , Director, 

Narcotic  Addiction  Unit, 

Addiction  Research  Foundation, 

Discussions  on  the  rehabilitation  and  treatment  of  the  narcotic 
addict  can  be  disarmingly  simple  or  discouraging  complex.  If  we  are 
concerned  with  the  treatment  of  the  drug  addict  only  in  the  narrow  sense  of 
merely  withdrawing  him  from  the  drug  with  minimum  discomfort  and  complications, 
then  it  is  a relatively  simple  matter.  It  can  be  accomplished  on  the  basis 
of  our  knowledge  of  the  chemical  factors  of  the  drug.  If,  however,  what 
we  mean  by  treatment  is  a comprehensive  program  which  includes  his  ultimate 
rehabilitation  so  that  he  is  able  to  assume  a productive  role  in  society, 
and  to  develop  social  skills  in  relation  to  handling  his  feelings  of 
anxiety  in  a way  compatible  with  the  group  and  with  himself,  then  our 
responsibility  in  devising  such  a program  becomes  immeasurably  complex. 

li/hen  vie  deal  with  the  addict  in  the  narrow  sense,  we  are  able  to 
come  to  some  general  agreement,  no  matter  from  what  discipline  we  come 
or  the  bias  of  our  views.  There  seems  to  be  little  difference  of  opinion 
in  this  area.  On  the  other  hand,  when  we  come  to  the  consideration  of  the 
rehabilitation  of  the  addict  in  the  broad  sense,  we  find  considerable 
conflict  in  ideas.  These  ideas  all  purport  to  be  representative  of 
knowledge  and  experience  but  in  the  main  are  slanted  by  the  area  of 
experience  and  bias  of  the  individual  concerned.  Nowhere  does  one  find  so 
much  confusion  and  conflict.  From  my  personal  contact  with  many  of  you, 
or  with  representatives  of  your  particular  views  and  from  varied  opinions 
revealed  in  the  fast-growing  literature  on  the  subject,  all  is  confusion. 

In  the  past  many  problems  relative  to  medicine  have  been  treated 
by  legal,  moral  or  punitive  approaches.  These  did  not  solve  the  problem 
but  served  to  focus  more  and  more  on  the  difficulties  of  the  problem.  Finally 
a medically- centred  approach  was  tried  with  much  better  results,  IVhen  we 
come  to  the  field  of  mental  illness  one  is  reminded  that  it  is  not  many 
years  ago  that  we  were  executing  people  for  being  mentally  ill  or  committing 
them  to  jail  and  chains.  Now,  with  the  development  of  a medically- 
oriented  approach,  much  has  been  gained  in  this  area.  In  the  area  of  mental 
illness,  there  is  still  the  need  for  some  legal  association.  However, 
this  legal  association  becomes  more  centred  on  the  treatment  relationship 
than  on  the  separation  of  the  indi^'/idual  from  society  for  society’s 
protection. 

We  have  had  these  same  involvements  in  the  area  of  infectious 
diseases  such  as  gonorrhea,  syphilis  and  tuberculosis.  At  the  present  time, 
we  ane  struggling  in  our  development  and  our  thinking  through  this  same 
kind  of  involvement  in  addiction.  We  have  evolved  plans  in  the  field  of 
alcoholism  and  over  the  last  twenty  years  much  of  this  has  been  moved  away 
from  the  legal  and  moral  approach.  Sex  deviation,  birth  control,  abortion 
and  drug  addiction  are  other  evolving  areas.  In  sex  deviation  there  has 
been  a gradual  receding  of  legal,  punitive  control.  The  British  Medical 
Association  in  1955  advocated  that  homosexual  practices  between  consenting 
adults  should  no  longer  be  m^de  a crime.  Thus  we  see  a marked  change 
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in  opinion  among  leaders  as  to  the  best  way  to  deal  with  these  varied 
disorders# 

When  we  come  to  narcotic  addiction,  what  do  we  find?  We  find 
that  the  arguments  mentioned  earlier  apply;  there  seems  to  be  much 
disorder,  much  difficulty  in  interchange  of  ideas,  rather  than  clear-cut 
thinking o It  is  my  hope,  to  echo  Itr#  Archibald,  that  at  the  conference  here, 
an  honest  exchange  of  opinions  from  open  minds,  rather  than  a resistant 
barrage,  will  sift  the  varied  facets  of  the  problem  to  a point  where  we 
will  be  agreed  as  to  a beginning  policy  of  treatment*  We  must  have  full 
realization  that  much  is  yet  to  be  learned*  We  should  be  willing  to  learn 
rather  than  infer  that  the  problem  is  closed. 

There  are  perhaps  selfish  reasons  associated  with  this.  From  the 
experiences  of  people  assembled  here,  factors  that  will  be  helpful  to  us 
planning  for  a community  treatment  unit  may  come  forth.  The  narcotic 
addiction  problem  has  to  be  solved  or  at  least  a beginning  has  to  be 
made.  We  hope  that  this  is  what  we  are  doing  here  in  a social,  medical, 
legal  atmosphere.  The  vested  interests  and  particular  views  of  those 
already  involved  in  the  problem  have  to  be  understood  and  evaluated. 

In  this,  it  is  most  desirable  to  avoid  taking  sides  in  the  existing 
ideological  controversy  about  addiction.  The  narcotic  addiction  problem 
is  not  yet  sufficiently  explored,  especially  as  a many-sided  problem 
from  the  point  of  view  of  the  total  personality  of  the  addict  and  the 
total  social  phenomenon.  At  least  part  of  the  research  should  be 
focused  on  treatment  methods,  taking  into  consideration  all  the  relevant 
aspects  as  an  interacting  system  - pharmacological,  psychiatric, 
sociological,  legal. 

There  is  no  existing  treatment  method  which  is  at  present  an 
unqualified  success.  Thus  a great  deal  of  social,  medical  and  psychiatric 
inventiveness  and  an  experimental  attitude  is  needed  in  this  area.  In 
recent  years,  as  a result  of  restlessness  relative  to  narcotic  addiction 
and  emanating  from  the  addict,  well-meaning  citizens,  interested  professional 
people  from  many  disciplines,  are  examining  the  problem.  There  seems 
to  be  a consensus  growing  that  the  addict  is  not  a criminal  but  is  a sick 
person  and  for  this  reason  represents  a medical  problem. 

The  medical  profession  should  take  more  leadership  and 
responsibility  for  organization  of  treatment  methods.  However,  this 
growth  of  acceptance  has  not  been  uniform  on  all  fronts.  Some  really 
accept  this  philosophy,  some  are  more  sophisticated  v/ith  their  ambivalence 
and  while  they  mouth  the  words,  their  attitude  or  their  approach  belies 
their  true  belief. 

There  are  areas  we  might  think  of  examining  further.  First, 
who  is  the  addict?  How  do  we  see  him?  How  does  he  see  us?  Is  he  criminal 
first,  last  and  always?  Is  his  personality  flexible?  Where  did  he  come 
from  and  where  is  he  going? 
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Secondly,  why  does  he  use  the  drug?  Can  he  be  more  effective 
and  efficient  with  his  drug  than  without?  Must  we  compare  giving  drugs 
to  the  addict  with  giving  alcohol  and  barbiturates  to  other  types  of 
addicts?  Are  these  drugs  pharmacologically  and  physiologically 
different?  How  do  these  drugs  influence  learning  and  reduce  anxiety? 

Should  heroin  again  be  accepted  for  import  if  its  use  is  paramount 
in  the  treatment  of  the  addict  in  the  general  consensus? 

Thirdly,  is  there  a British  system?  How  does  the  medical  professipn 
operate  in  Britain  and  what  are  its  obligations  to  the  licensing  body 
or  the  narcotics  control  office? 

Fourthly,  what  are  the  opinions  of  this  group  relative  to 
treatment,  in  the  narrow  sense  related  to  withdrawal,  what  about  its 
effectiveness,  what  about  ambulatory  versus  hospital  supervision?  In 
the  broad  sense  of  rehabilitation,  what  are  the  pros  and  cons  of 
treatment  with  drugs  for  a period  with  the  aim  of  general  abstinence  rather 
than  satisfying  the  requests  of  the  addict?  Is  performance  a criterion? 

Does  incarceration  under  legal  jurisdiction  in  penitentiary  for  treatment 
or  under  medical  jurisdiction  in  a hospital  really  help?  Does  it  promote 
feelings  leading  to  relapse?  Should  the  addict  be  charged  or 
incarcerated  for  possession  of  drugs  externally  or  internally  and  called 
a trafficker  if  he  has  a day*s  supply  perhaps  for  himself  or  his  buddy? 

Should  this  trafficking  interpretation  be  solely  in  the  hands  of  the 
magistrate  or  should  it  be  more  clearly  defined  by  law?  Can  the  use 
of  Nalline  or  Lorfan  aid  in  the  treatment  of  the  addict  and  if  so  how? 

How  does  the  addict  accept  these  alternatives? 

Finally,  what  about  education  - is  there  a need  for  education 
of  lay  and  professional  people?  How  best  can  we  go  about  it?  Who  should 
co-ordinate  and  reconcile  the  many  conflicting  views  that  continue  to  be 
expressed? 
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Mr«  Curran  suggested  that  it  was  necessary  to  come  to  some  agreement 
as  to  what  was  meant  by  the  word  "treatment”.  In  relation  to  this  problem, 
he  felt  that  it  should  by  now,  as  a result  of  the  morning’s  discussion, 
be  agreed  that  at  least  a majority  of  addicts  had  a prior  criminal  back- 
groTind.  He  asked  whether  treatment  merely  meant  withdrawal  of  the  addict 
from  drugs  and  some  form  of  motivation  to  abstain  from  drugs,  or  did  it 
also  include  some  motivation  to  become  a useful  citizen  where  there  had 
been  a criminal  background.  He  cited  the  Senate  Committee  report  where 
it  pointed  out  that  one  could  withdraw  an  addict  from  drugs  and  still 
end  up  with  a criminal. 

Dr.  Holmes  defined  treatment  for  purpose  of  this  discussion  as  the 
atteiqjt  to  develop  the  individual  to  a point  where  he  or  she  will  be  able 
to  adjust  in  his  or  her  social  relationships  without  having  to  use  a 
bhendcal  crutch  to  handle  the  anxiety  factor. 

Dr.  MacFarlane  commented  that  I4r.  Curran’s  questions  were  based  on 
the  premise  that  a majority  of  addicts  had  prior  criminality.  He  felt 
that  the  evidence  presented  earlier  was  not  sufficient  to  nake  us  sure 
of  this  premise,  at  least  as  he  understood  criminality. 

Mr.  Kirkpatrick  asked  Dr.  MacFarlane  to  clarify  his  understanding  of 
criminality.  Dr.  MacFarlane  answered  that  it  would  be  appearance  before  a 
magistrate  to  answer  charges,  which,  he  understood  from  the  morning’s 
discussion  would  in  the  case  of  addicts  be  mostly  crimes  against  property 
r“tl:erthan  crimes  of  violence. 

Supt.  Goldsmith  said  there  was  plenty  of  evidence  of  crimes  of 
violence  prior  to  addiction  - that  it  was  after  addiction  that  one  found 
more  of  the  quieter  type  of  crime.  There  followed  general  discussion  on 
whether  any  quantitative  evidence  could  be  produced  to  support  this. 

Dr.  MacFarlane  asked  about  the  significance  of  the  Lexington  figures  and 
Mr.  Kirkpatrick  pointed  out  that  it  had  not  been  stated  whether  the 
Lexington  figures  were  based  on  voluntary  or  non-voluntary  committals; 
also  that  we  did  not  at  this  point  know  whether  the  figures  were  based  on 
addicts’  own  statements  about  their  criminality  or  on  the  actual  criminal 
records. 

Dr.  Schur  pointed  out  that  the  Federal  Bureau  of  Narcotics  now  stated 
that  most  addicts  had  a prior  criminal  background  but  that  a number  of 
non-governmental  studies  did  not  agree.  He  cited  New  York  University  studies 
attributing  most  of  the  criminality  of  juvenile  drug  users  to  the  need 
for  money  to  support  the  addiction. 

Mr.  Bick  pointed  out  that  the  figures  on  convictions  of  addicts  were 
no  more  inaccurate,  as  an  indicator  of  the  extent  of  addicts’  criminality, 
than  figures  for  convictions  for  any  type  of  crime. 

Dr.  Ha 111  day  said  the  Stevenson  Report  indicated  that  most  addicts  had 
a delinquent  background  as  children. 

Dr.  Holmes  said  that  what  we  call  delinquency  is  indigenous  to  many 
addicts’  background.  Such  addicts  are  only  being  normal  when  they 
participate  in  what  we,  as  middle  class  people  see  as  distorted,  disturbed 
behaviour.  We  are  examining  the  behaviour  of  individuals  from  an  environment 
where  in  order  to  belong,  it  is  accepted  to  joy  ride,  to  prostitute,  to  be 
somewhat  promiscuous,  and  so  on. 
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Dr . Hal 1 i Hay  agreed  there  was  a great  deal  of  variation  in  social 
standards,  somewhat  as  depicted  in  Oliver  Twist  where  in  Fagin*s  society 
it  was  normal  to  steal.  These  people  are  conditioned  by  the  society 
from  which  they  have  emerged. 

Dr.  Mac Far lane  asked  if  he  were  right  in  assuming  that  in  the  case  of 
females,  their  only  pre-addictive  crime  would  in  most  cases  be  prostitution; 
more  serious  crimes  not  coming  until  later. 

Supt . Goldsmith  said  this  was  not  necessarily  so;  that  it  was  also 
wrong  to  assume  that  most  pre-addictive  crime  was  just  a matter  of  indulging 
in  thrills.  Most  of  our  records  indicate  a serious  criminal  tendency. 

These  crimes  involve  conspiracy,  theft,  fraud  and  these  are  not  thrill 
crimes.  These  people  do  have  criminal  records  and  lengthy  ones  and  it’s 
no  use  tr3ring  to  minimize  this. 

Mr.  Kirkpatrick:  There  are  lots  of  former  addicts* both  men  and  women, 
who  have  long  criminal  records  who  are  not  now  addicted  but  who  have  proved 
amenable  to  treatment  and  training  and  who  have  learned  how  to  live  in 
normally  acceptable  ways.  Dr.  Halliday  has  questioned  whether  the  existence 
of  a prior  record  was  really  relevant.  Can’t  we  get  on  to  the  questions 
involved  in  treatment.  The  fact  that  a person  happens  to  show 
symptomatology  in  one  way  instead  of  another  doesn’t  mean  that  he  can’t  be 
treated  or  be  helped. 

Dr.  Eve son  pointed  out  that  we  have  been  talking  about  three  groups  of 
people  and  that  it  might  be  useful  to  find  out  whether  or  not  there  was 
some  central  tendency  common  to  all  three  t3pes. 

Dr.  Hobbs;  If  you  took  a thousand  people  who  started  to  take  drugs  at 
an  early  age,  say  in  adulthood,  what  happens  to  them?  Do  they  go  on 
taking  drugs  for  the  rest  of  their  life,  in  and  out  of  jail?  Or  do  some 
of  them  stop  taking  drugs?  What  is  the  long-term  stoi^? 

j 

Mr.  Curran;  Eventually  they  stop. 

Mr.  K3.rkpatrick:  You  can’t  generalize.  There  will  be  some  who 
use  it  and  then  leave  it  alone.  The  majority  of  them  certainly  become 
criminals  to  support  their  habit.  We  force  the  addict  to  become  the  most 
conniving  type  of  criminal  there  is,  with  absolutely  no  kind  of  conscience 
at  all,  until  he  can  no  longer  support  his  habit  financially.  He  is 
thrown  out  of  every  store,  he  can’t  steal  any  more  and  so  he  has  to  reduce 
his  habit.  Eventually  he  either  stops,  matures  at  the  age  of  35  or  40  or 
else  he  gets  into  Mr.  Giffin’s  study  and  ends  up  on  Skid  Row  as  a wino. 

Mr.  Gif  fin;  CXit  of  250  records  we  have  looked  at,  there  are 
approximately  six  who  had  long,  continuous  records  for  drug  addiction. 

Dr.  Eve son;  We  are  dealing  with  a basic  lack  of  objective  information 
and  it  is  very  difficult  to  work  without  this.  We  don’t  know  what  this 
drug  does  to  people  under  controlled  conditions.  We  don’t  know  whb  it 
affects  or  who  it  does  not  affect.  We  don’t  know  the  extent  of  placebo 
effects. 
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Dr.  Halliday;  One  group  of  addicts  which  we  might  say  have  been 
normal,  socially-adapted  individuals  is  the  medical  addicts.  Would  it 
be  possible  somehow  to  contrive  a study  of  this  group  and  find  out 
what  happentf  to  them.  The  majority  of  these  people  are  sustained 
through  their  addiction  for  long  periods  by  their  own  doctor  and 
this  is  why  they  never  appear  on  records  of  any  kind.  If  we  knew 
what  happened  to  them  it  would  give  us  a lot  of  clues  about  the  natural 
history  of  this  problem. 

Supt.  Goldsmith;  This  isn*t  the  group  we  are  concerned  about.  A 
good  many  of  these  people  are  terminal  cases.  In  fact,  most  of  them  are. 

Dr.  Laverty;  It  seems  that  roughly  speaking  there  are  two  ways  in 
which  people  go  about  becoming  addicts.  VJhile  it  may  be  true  that  the 
majority  of  criminal  addicts  are  not  just  out  for  a thrill,  I think  their 
drugs  are  usually  taken  in  conjunction  with  other  people.  They  become 
addicted  as  part  of  the  group  phenomenon  and  that  is  why  the  group  and 
the  socio-economic  factors  play  a great  part  in  addiction.  But  there  are 
also  people  who  become  individually  addicted  to  relieve  tension  and  anxiety 
and  who  don’t  communicate  their  addiction  to  anybody  else  and  who  don’t 
participate  in  the  habit  with  anybody  else.  They  conceal  it  as  far  as 
they  can  until  it  is  too  late,  until  they  are  severely  damaged  from 
intoxication  or  else  they  can’t  obtain  drugs  and  become  withdrawn.  Both 
of  these  types  probably  have  a neurotic  factor  and  some  instability. 

It  is  in  relation  to  the  word  "illness**  that  the  misunderstanding  of 
treatment  arises.  These  abnormalities  are  not  usually  illnesses  in  the  sense 
of  short-lived,  easily  identifiable  medical  conditions.  They  are  much 
more  in  the  nature  of  personality  abnormalities,  and  this  is  true  whether 
they  are  of  the  anxiety- tension  group  or  the  psychopathic  group.  They 
represent  abnormalities  which  probably  can  be  detected  early  in  life  to 
some  extent,  although  they  usually  appear  more  markedly  in  adolescence 
or  some  time  thereafter.  They  are  certainly  reflected  in  things  like 
disturbances  in  the  home  and  so  on. 

A psychiatrist  in  Syracuse,  Szasz,  has  written  a book  on  the  Myth  of 
Mental  Illness  in  which  he  suggested  that  the  large  amount  of  so-called 
mental  illness  is  reallj'-  of  this  kind  - personality  abnormalities  in  which 
a medical  framework  has  been  used  to  deal  with  and  treat  the  patient. 

He  draws  a distinction  between  the  point  of  view  dealing  with  such  synqDtoms 
in  Soviet  Russia  and  here.  In  our  society,  the  Judeo-Christian  point  of 
view  helps  the  person  by  identifying  him  as  a patient  and  makes  him 
therefore  take  up  a m.edical  or  patient  role  to  get  his  problems  dealt  with. 
Szasz  says  this  isn’t  really  essential.  The  problems  really  dealt  with 
are  personal  life  problems,  inter-personal  social  problems  and  problems 
which  really  should  be  dealt  with  by  communication.  These  people  often 
seem  to  be  rather  prone  to  hostility,  anti-social  behaviour  and  so  on'j. 

These  aren’t  really  medical  in  the  sense  that  there  is  anything  specifically 
wrong  with  the  physical  organization  of  the  body,  but  in  relation  to  other 
people  and  society  there  is  a disturbance.  This  isn’t  really  the  exact 
province  of  doctors.  It  is  essentially  that  of  the  psychologist,  the 
sociologist  and  the  legal  profession. 

It  seems  to  me  we  really  should  drop  this  word  illness  and  stick 
to  the  real  mechanism  which  we  can  observe  in  these  people.  I don’t  think 
there  is  any  point  in  quoting  the  statistics  unless  we  have  information 
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of  a much  more  general  kindo  Not  all  addicts  are  criminals  by  any  means  <> 

There  are  some  who  seem  to  graduate  from  the  seeking  of  thrill  experiences. 

I have  witnessed  this  and  it  may  not  be  very  common.  Some  are  criminals 
and  some  are  ext-remely  respectable  members  of  society.  I have  had  occasion 
to  treat  a dentist  who  had  a tremor.  He  used  barbiturates  as  he  was  able 
then  to  treat  patients  more  readily  and  control  his  shaking,  and  when,  as 
the  Lexington  group  would  have  been  able  to  predict,  he  reached  the  point 
of  using  ten  grains  of  barbiturates  a day  to  control  his  tremor,  at  this 
point  he  became  addicted.  After  this  he  behaved  like  any  other  addict. 

Once  they  become  addicted  they  all  show  a very  similar  pattern  of  behavior, 
characterized  by  conplete  dependence  on  the  drug,  inability  to  give  it  up 
under  any  circumstances,  personality  deterioration  and  having  certain 
withdrawal  symptoms  when  they  stop.  Perhaps  if  we  look  at  this  phenomenon 
on  the  one  hand  the  the  social  phenomenon  on  the  other,  this  would  be  a 
reasonable  way  of  dividing  this. 

Far . Curran  asked  if  any  of  the  medical  people  present  could  state  what 
exactly  was  the  ph3^siological  action  of  heroin  on  the  human  system. 

Dr.  Ferguson;  I can  give  you  an  answer  but  not  to  that  question.  To  be  | 
sure  there  have  been  millions  of  words  written,  thousands  of  papers  published 
on  this  particular  point.  Very  simply  I think  perhaps  the  essence  of  your 
question  is  **VJhat  is  special  about  heroin”?  It  is  the  nicest  narcotic  f 

drug.  It  has  fewer  side  effects  and  more  pleasurable  effects  and  it  has 
other  specific  characteristics  which  differ  from  morphine.  It  is  shorter 
acting.  All  these  different  circumstances  make  it  nicer  and  less  nauseating. 

(Dr.  Ferguson  was  asked  if  heroin  was  prescribed  medically) 

Dr.  Ferguson;  Mot  very  much.  There  has  been  a long  campaign  of 
defamation  against  it  for  the  past  five  years  particularly  from  the  United  i 

States  because  of  the  official  condemnation  of  heroin. 

Dr.  MacFarlane;  People  have  said  over  the  years  it  is  habit  forming.  r 

It  is  a good  drug  if  it  is  used  properly  by  a doctor.  For  five  years  now  it  ij 
has  been  impossible  to  get  it  in  Canada  because  of  federal  regulations.  f. 

These  are  similar  to  regulations  they  have  had  in  the  United  States  for  f 

twenty  years.  [' 

Dr.  Ferguson;  In  Canada  it  cannot  be  inported  and  it  is  not  manufactured  s 
but  it  can  still  be  obtained  and  used  legally.  j 


Mr . Hammond ; There  are  supplies  of  heroin  available  in  Canada.  There  j 
isn’t  a month,  probably  two  months,  pass  but  we  receive  requests  for  j| 
supplies  to  be  destroyed,  as  it  is  not  being  prescribed  today.  With  the  f 
advent  of  the  synthetic  analgesics  developed  and  sponsored  by  pharmaceutical  j 


firms,  heroin,  we  found,  was  on  the  way  out  before  the  World  Health  Organization 
made  the  recommendation  that  its  use  should  be  restricted. 

(It  was  suggested  that  Lady  Frankau  might  tell  the  group  what  British 
doctors’  attitudes  were  toward  heroin) 
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Lady  Frankau;  When  the  World  Health  Organization  had  a meeting  - 
I believe  in  1954  in  London  - to  discuss  the  question  of  whether  heroin 
should  be  banned  in  England  or  not,  there  v/as  a concerted  attack  on  this 
position  by  the  surgeons o I think  the  surgeons  more  than  the  physicians 
were  responsible,  because  they  one  and  all  said  that,  roughly  speaking, 
for  one  grain  of  morphine  they  prescribed,  nine  grains  of  heroin 
were  prescribed  for  abdominal  conditions  and  post-operative  conditions  of 
all  sorts o Heroin  was  not  banned  in  England  and  is  still  in  use  very  largely 
by  surgeons  more  than  physicians o I think  the  chest  physicians  used  heroin 
a loto  It  doesn’t  give  you  the  depression  that  you  get  with  morphine o It 
gives  you  the  same  analgesic  qualities  and  at  the  same  time  gives  you  a 
sense  of  well-being o It  is  fairly  widely  usedo 

Pro  riac  Far  lane;  Any  of  you  who  were  in  the  last  war  and  saw  hundreds 
and  hundreds  of  wounded  men  who  had  to  be  transported  long  distances  would 
have  been  convinced  of  the  place  of  both  heroin  and  morphia  as  useful  drugs.. 

Dr°  Ettinger  asked  Lady  Frankau  if  there  was  any  significant  differences 
between  the  withdrawal  phenomena  with  heroin  and  with  morphine  o 

Lady  Frankau;  At  one  time  I thought  there  waso  About  four  years  ago  I 
thought  the  best  way  to  carry  out  withdrawal  treatment  was  to  swing  the 
patient  over  from  heroin  to  morphine  and  it  would  be  easier  to  get  them 
to  come  off  morphine  than  heroin®  I found  I was  wrong  about  that®  I don’t 
do  it  now®  I seem  to  get  them  straight  down.  On  the  other  hand,  sometimes 
I have  to  take  them  off  altogether  while  they  are  still  working.  Supposing 
a man  has  a wife  and  family.  You  don’t  want  to  take  him  out  of  circulation 
and  sometimes  the  easiest  way  to  do  that  is  to  bring  the  heroin  down  as  low 
possible  - and  then  take  them  the  rest  of  the  way  with  methadone. 

Mr.  Bick;  Are  there  new  drugs  on  the  market  which  will  give  the 
medical  profession  the  same  type  of  satisfaction  in  their  use  as  heroin  or 
morphine? 


Dr.  Ferguson;  They  are  not  better  than  heroin  and  sometimes  not  quite 
so  good.  I would  have  to  say  that  heroin  is  not  essential  nowadays,  but 
neither  is  it  essential  in  ixrj  opinion  that  it  be  banned.  My  answer  would  be 
that  they  are  not  quite  as  good  and  the  expense  is  much  greater. 

Mr.  Bick;  Two  years  ago  it  was  my  pleasure  to  chair  a conference  - 
a crime  control  conference  - at  which  we  had  people  from  the  federal  level 
in  the  United  States,  in  Canada,  the  State  of  Mew  York,  and  various  people 
in  the  field  of  law  enforcement.  It  was  the  unanimous  view  that  the  Mafia 
controlled  the  illicit  traffic  on  narcotic  drugs.  If  that  is  so,  you  can 
see  why  we  are  interested  in  trying  to  control  the  field  as  it  is  in  a criminal 
atmosphere . 

Dr . Armstrong : Any  of  these  drugs  which  have  been  shown  to  be  even 
remotely  good  substitutes  are  equally  dangerous  when  it  comes  to  the  potential 
for  habit  formation.  There  is  nothing  being  contributed  by  substitution. 

I think  that  we  are  getting  badly  lost  in  another  kind  of  red  herring  in 
this  discussion  by  failing  to  remember  what  Mr.  Hammond  told  us  this 
morning  which  is  giving  him  a great  deal  of  distress,  i.e.  that  the  more 
we  effectively  force  heroin  off  the  market  the  more  we  are  inducing  people 
to  make  use  of  a great  variety  of  drugs,  the  barbiturates  and  the 
amphetamines.  We  are  opening  up  a Pandora’s  box  here  and  I think  that  if 
v/e  keep  narrowing  it  down  to  talking  about  heroin  we  will  miss  the  whole 
point  in  talking  about  addiction  problems. 
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(Discussion  on  the  merits  and  demerits  of  heroin  and  morphine  from 
both  medical  and  law  enforcement  viewpoints  continued  for  some  time  and 
from  it  emerged  the  subject  of  “clinics*’.) 

Mr.  Bick  asked  why  “clinics”  (for  free  dispensing  of  drugs  to  addicts) 
were  abandoned  in  the  United  States  in  the  early  1920’So 

Dr.  Schur  pointed  out  there  was  conflicting  evidence  about  this.  From 
what  he  had  read  about  it,  it  was  clear  these  had  not  been  very  effective. 

On  the  other  hand,  this  did  not  prove  that  a clinic  approach  would  not  work. 
Citing  a report  by  the  American  Medical  Association  Council  on  Mental  Health, 
he  said  the  reasons  for  closing  the  clinics  were  obscure.  From  other 
writings  it  was  clear  that  the  New  York  experience  had  been  bad  and  contri- 
buted most  towards  their  being  closed;  nevertheless,  there  was  some 
information  that  in  some  other  centres,  they  did  cut  into  the  illicit  traffic. 
The  government  Narcotics  Bureau  had  issued  a panphlet  disagreeing  with  this 
viewpoint.  In  general  the  evidence  was  conflicting  and  uncertain. 

Dr.  Hobbs  said  that  at  one  time  because  of  interest  among  medical 
students  who  received  lectures  from  Hr.  Hammond,  he  had  dug  out  some  of  the 
original  reports  on  these  clinics.  From  what  he  could  find  there  was  no 
evidence  that  they  had  helped.  However,  if  any  one  felt  these  experiments 
had  been  real  thorough  clinical  trials,  they  were  wrong.  They  were  poorly 
run,  they  were  thrown  together  in  a hurry.  They  had  no  overall  objective; 
they  didn’t  know  what  they  were  trying  to  do.  They  didn’t  set  anything  up 
really  to  find  out  what  had  happened. 

Mr.  Curran  said  that  clinics  had  been  tried  three  or  four  times  in  the 
United  States  and  abandoned  each  time  because  of  unsatisfactory  results. 
Citing  information  he  had  received  from  discussions  with  California  people 
who  had  been  involved,  one  of  the  real  problems  concerned  whether  you  had 
drugs  for  self  administration  or  whether  you  required  the  addicts  to  report 
to  a centre.  An  addict’s  requirement  of  a drug  tkree  or  four  times  a day 
made  it  impractical  to  require  him  to  report  to  a centre  at  all  times.  So 
they  had  to  determine  a proper  dose  and  had  to  rely  on  what  the  addict  said 
he  needed.  Within  a very  short  while  they  found  that  addicts  were  magnifying 
their  needs  and  peddling  what  they  didn’t  use.  In  effect,  instead  of  elim- 
inating the  trafficker,  they  were  creating  another  breed  of  trafficker. 

Mr.  Curran  was  not  saying  that  it  would  be  impossible  to  control  this; 
however  the  whole  philosophy  involved  was  to  avoid  making  the  addict  feel 
he  was  under  any  restriction.  Yet  if  he  gets  more  than  he  needs,  he  is 
going  to  pass  it  on  to  others.  This  was  the  experience  reported  to 
Mr.  Curran  by  the  California  enforcement  authorities. 


55 


DISCUSSION  PERIOD  - FRIDAY,  Febo  22,  I963. 

Late  Afternoon  Session 

Initiated  by; 

Profo  Ro  Sto  Jo  Macdonald, 

Faculty  of  Law, 

University  of  Toronto, 

As  I listened  to  the  discussion  as  it  developed  this  morning,  I was 
reminded  of  the  story  about  the  late  Sydney  Smith,  the  English  wit,  who  v;as 
going  down  an  alley-way  one  day  in  England,  at  the  end  of  the  last  century, 
and  was  conversing  with  a friend.  His  conversation  was  interrupted  because 
two  women  on  the  second  floor  of  fronting  buildings,  and  on  opposite  sides  of 
the  alley,  were  arguing  about  one  thing  and  another,  and  were  making  such  a 
racket  that  Smith  and  his  friend  just  couldn^t  hear  themselves,  Snith 
listened  for  a moment  or  two,  stopped,  looked  up  and  said;  *’Ladies,  you  are 
never  going  to  resolve  your  disagreement  because  you  are  arguing  from 
different  premises”.  It  seems  to  me  that  perhaps  there  is  something  in  that. 
Some  of  us  are  looking  at  these  problems  from  the  point  of  view  of  the 
federal  law-enforcement  officers  5 some  of  us  are  looking  at  them  from  the 
point  of  view  of  the  treatment  personnel | some  of  us  are  looking  at  them  from 
the  perspective  of  "objective”  researchers j and  some  of  us  are  approaching 
them  from  the  point  of  view  of  the  addict  regarded  as  a sick  person. 

Different  emphases  and  values  are  represented  here,  of  course,  and  we  would 
do  well  to  remind  ourselves  that  no  one  viewpoint  can  possibly  reveal  the 
total  picture.  It  is  balance  and  proportionality  that  we  must  seek  in  what 
is  admittedly  an  enormously  difficult  problem.  And  in  this  regard  I think 
that  the  gentleman  who  was  arguing  so  spiritedly  in  the  elevator  this 
morning  was  beginning  to  be  carried  away  by  the  excitement  of  our  discussions. 
He  was  overheard  to  say,  rather  at  the  top  of  his  voice,  that  "even  if 
they* re  right,  I think  they  are  completely  wrong", 

I haven*t  been  briefed  in  any  particularities  about  what  I am  to  do 
or  to  say.  It  occurred  to  me,  therefore,  with  a view  to  being  as  helpful  as 
possible,  and  with  a view  to  being  as  brief  as  possible  and  with  a view  to 
avoiding  duplication  and  overlapping,  that  it  might  be  convenient  to 
organize  my  remarks  around  four  points  that  are  of  some  current  interest  to 
members  of  the  legal  profession.  These  are  (i)  the  arrest  and  seizure 
provisions  in  the  Narcotic  Control  Actj  (ii)  the  use  of  Writs  of  Assistance 5 
(iii)  the  onus  of  proof j and  (iv)  the  position  of  physicians, 

(i)  Arrest  and  seizure  provisions ; To  begin  with,  we  need  to  note 
that  all  the  offences  created  by  the  Narcotic  Control  Act  are  indictable 
offences,  and  that  therefore  all  the  provisions  in  the  Criminal  Code  relating 
to  indictable  offences  apply  to  the  Narcotic  Control  Act,  Under  section  434 
of  the  Code  a police  officer  can  arrest  a person  if  he  finds  him  committing 
an  offence.  Section  435  of  the  Code  authorizes  a peace  officer  to  arrest 
without  warrant  any  person  who  on  reasonable  and  probable  grounds  he 
believes  is  about  to  commit  an  indictable  offence.  What  are  reasonable 
grounds  vary  with  the  circumstances;  it  comes  down  to  reasonable  suspicion. 

In  the  Brezack  Case  (1949),  which  I will  mention  in  a moment,  he  was  a known 
addict,  and  the  police  believed  that  he  had  drugs  in  his  possession,  and  the 
court  held  that  they  were  justified  in  arresting  him  without  a warrant. 

Then,  of  course,  the  police  have  a right  to  search  the  prisoner 
after  lawful  arrest  and  to  seize  anything  which  they  believe  is  connected 
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with  the  offence  charged  or  that  may  be  used  as  evidence  against  himo  The 
reason  for  this  rule  is  said  to  be  the  interests  of  the  Crown  in  getting  the 
evidences  the  trial  would  be  an  empty  form  unless  evidence  were  available  to 
prove  the  charge » It  follows , therefore,  that  since  the  police  can  search  the 
prisoner  they  can  use  such  force  as  is  reasonable  in  the  circumstances  5 and 

it  is  for  the  court  to  say  whether  the  force  used  was  reasonable » Here  I 

would  like  to  refer  to  the  Brezack  Case,  which  had  a not  unusual 
f act-sit uationo  The  addict  was  an  addict  known  to  the  police;  he  was  in  the 
habit  of  going  in  and  out  of  a particular  restaurant  in  Hamilton;  the  police 
had  kept  him,  and  the  premises,  under  surveillance  for  a number  of  days;  and 
on  the  day  in  question  he  was  approaching  the  restaurant  and  the  police 
thought  that  he  was  in  possession  of  narcotics o The  police  jumped  him  and 
dragged  him  to  the  ground o One  of  them  caught  him  by  the  throat  in  order  to 
prevent  him  from  swallowingo  A struggle  followed o The  police  used  consider- 
able force  to  open  his  mouth  and  to  search  for  the  capsule  that  they  thought 
was  there,  Brezack  bit  one  of  their  fingers.  And  though,  ironically,  there 
was  no  drug  there  at  all,  the  court  held  that  the  police  were  justified  in 
using  that  amount  of  force  in  the  circumstances.  It  didn^t  matter  that  he 

was  knocked  down,  that  his  mouth  was  forced  open  and  that  a policeman^ s hand 

was  stuffed  down  his  throat.  The  fact  of  his  biting  the  offending  finger 
might  well  have  been  used  to  base  a charge  of  resisting  lawful  arrest. 

Finally,  we  come  to  the  admissibility  of  the  evidence  obtained  after 
the  accused  has  been  arrested  and  '^’searched”;  and  this  is  a matter  on  which  I 
think  there  is  growing  uneasiness  in  parts  of  the  legal  profession  and  with 
the  public  at  large.  The  rule  is  clear  that  the  evidence  is  admissible,  no 
matter  how  it  was  obtained,  if  it  is  relevant  and  material  to  prove  the 
charge  against  the  accused.  The  legality  or  illegality  of  the  method  by 
which  the  evidence  was  obtained  is  a separate  and  distinct  issues  it  may  be 
the  subject-matter  for  a (purely  theoretical)  action  in  damages  against  the 
police  for  trespass  or  assault  or  false  imprisonment;  but  it  is  said  to  have 
no  bearing  upon  the  guilt  or  innocence  of  the  accused  and  therefore  is  of  no 
concern  to  the  court  in  trying  the  accused  as  charged.  The  man  can  be  beaten 
to  a pulp  and,  provided  the  evidence  that  is  extracted  from  him  is  relevant, 
the  court  is  not  concerned  with  how  that  evidence  was  obtained.  In  the 
Brezack  Case,  Chief  Justice  Robertson  explained  the  rule  in  this  way.  He 
said  that, 

^’constables  have  a task  of  great  difficulty  in  their  efforts  to 
check  the  illegal  traffic  in  opium  and  other  drugs.  Those  who 
carry  on  the  traffic  are  cunning,  crafty  and  unscrupulous, 
almost  beyond  belief.  While,  therefore,  it  is  mportant  that 
constables  should  be  instructed  that  there  are  limits  upon 
their  right  of  search  including  search  of  the  person,  they  are 
not  to  be  encumbered  by  technicalities  in  handling  the 
situations  with  which  they  often  have  to  deal  in  narcotic 
cases,  which  permit  them  little  time  for  deliberation  and 
require  the  stern  exercise  of  such  rights  of  search  as  they 
possess,” 

What  we  have  here,  of  course,  is  a very  good  statement  of  the  public 
interest  involved  in  these  cases;  and  there  is  certainly  a legitimate  public 
interest  against  interposing  some  new  rite  between  the  police  and  the  criminal 
addict.  On  the  other  hand,  there  is  the  very  important  interest  that  the 
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addict  has  in  the  integrity  of  his  personality  and  his  body,  and  that  the 
public  has  in  seeing  that  those  aspects  of  every  member  of  the  community  are 
protected.  And  the  question  that  is  bothering  people  more  and  more  is  whether 
or  not  the  pendulum  has  not  swung  a little  too  far  in  favour  of  the  police  and 
security  interest  as  opposed  to  the  civil  liberty  and  sanctity  of  the 
personality  interest,  I think  that  the  pendulum  has  swung  too  far 5 that  there 
are  certain  kinds  of  police  activities  that  should  be  beyond  the  pale,  and 
that  one  good  way  of  making  the  police  pull  in  a bit  is  to  deprive  them  of 
the  fruits  of  certain  of  their  searches,  that  is,  to  make  certain  evidence 
inadmissible.  Can  that  be  done  under  the  Canadian  Bill  of  Rights? 

The  Bill  of  Rights  protects  the  right  of  the  individual  to  life, 
liberty,  seciirity  of  the  person,  and  it  states  that  no  one  shall  be  deprived 
of  these  except  by  due  process  of  law.  The  key  phrase  here  is  ’’due  process 
of  law”,  which  has  an  ancient  pedigree  in  English  constitutional  history.  If 
this  phrase  simply  means  ’’the  law  of  the  land”  or  what  is  scmetimes  called 
’’procedural  due  process”,  i.e,,  natural  or  fundamental  justice,  it  won’t 
affect  the  present  rules  on  admissibility  of  evidence.  But  if  it  has  some 
substantive  content  the  result  may  well  be  otherwise.  By  substantive  content 
one  means  the  sort  of  meaning  that  has  been  poured  into  the  U,S,  5th  and  14th 
Amendments,  which  were,  obviously,  our  models  in  this  area.  By  way  of 
illustration  I would  like  to  refer  to  the  well-known  Rochin  Case  before  the 
Supreme  Court  of  the  United  States  in  1952,  The  facts  were  not  too 
dissimilar  to  Brezack,  The  police  suspected  that  Rochin  was  selling 
narcotics.  They  went  to  his  house,  forced  open  the  door  to  his  room,  and 
as  they  advanced  he  popped  two  morphine  capsules  into  his  mouth.  The  police 
tried  to  extract  the  capsules  by  force  but  without  success.  They  took  him 
to  a hospital  and  had  his  stomach  pumpedj  and  in  the  vomited  matter  were 
found  two  capsules.  These  were  the  chief  evidence  at  his  trial  for 
possession  and  they  were  admitted  in  spite  of  his  objections  and  in  spite  of 
the  fact  that  the  means  of  obtaining  the  evidence  was  frankly  set  forth.  On 
appeal  to  the  Supreme  Court  of  the  United  States,  however,  it  was  held  that 
the  evidence  was  wrongfully  admitted  at  trial,  and  I would  like  to  quote  one 
or  two  statements  from  the  judgment  of  Mr.  Justice  Frankfurter,  not  only 
because  they  contrast  so  interestingly  with  the  statement  by  Chief  Justice 
Robertson  but  also  because  they  point  out  the  path  that,  on  my  submission, 
Canadian  courts  are  free  to  take,  and  should  take.  Here  is  Mr.  Justice 
Frankfurter! 

.Regard  for  the  requirements  of  the  ’Due  Process  Clause’ 
inescapably  imposes  upon  this  court  an  exercise  of  judgment  from 
the  whole  course  of  the  proceedings  (resulting  in  a conviction) 
in  order  to  ascertain  whether  they  offend  those  canons  of  decency 
and  fairness  which  express  the  notions  of  justice  of  English- 
speaking  peoples  even  toward  those  charged  with  the  most  heinous 
offences.  These  standards  of  justice  are  not  authoritatively 
formulated  anywhere  as  though  they  were  specifics.  Due  process 
of  law  is  a summarized  constitutional  guarantee  of  respect  for 
those  personal  immunities  which  are  ’so  rooted  in  the 

traditions  and  conscience  of  our  people  as  to  be  ranked  as 
fundamental’  «,,,  or  are  ’implicit  in  the  concept  of  ordered 
liberty’ , 

’’Applying  these  general  considerations  to  the  circumstances  of 
the  present  case,  we  are  compelled  to  conclude  that  the 
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proceedings  b3?-  which  this  conviction  was  obtained  do  more  than 
offend  some  fastifious  squeamishness  or  private  sentimentalism 
about  combatting  crime  too  energetically.  This  is  conduct  that 
shocks  the  conscience.  Illegally  breaking  into  the  privacy  of 
the  petitioner,  the  struggle  to  open  his  mouth  and  remove  what 
was  there,  the  forcible  extraction  of  his  stomach^ s contents  - 
this  course  of  proceeding  by  agents  of  government  to  obtain 
evidence  is  bound  to  offend  even  hardened  sensibilities.  They 
are  methods  too  close  to  the  rack  and  screw  to  permit  of 
constitutional  differentiation. 

”It  has  long  since  ceased  to  be  true  that  due  process  of  law  is 
heedless  of  the  means  by  which  otherwise  relevant  and  credible 
evidence  is  obtained  ....  Due  process  of  law,  as  an  historic  and 
generative  principle,  precludes  defining,  and  thereby  confining, 
these  standards  of  conduct  more  precisely  than  to  say  that 
convictions  cannot  be  brought  about  by  methods  that  offend  ^a 
sense  of  justice^.  ....  It  would  be  a stultification  of  the 
responsibility  which  the  course  of  constitutional  history  has 
cast  upon  this  Court  to  hold  that  in  order  to  convict  a man  the 
police  cannot  extract  by  force  what  is  in  his  mind  but  can 
extract  what  is  in  his  stomach. 

"To  attempt  in  this  case  to  distinguish  what  lawyers  call  ^real 
evidence’  from  verbal  evidence  is  to  ignore  the  reasons  for 
excluding  coerced  confessions  ....  They  are  inadmissible  under 
the  Due  Process  Clause  even  though  statements  contained  in  them 
may  be  independently  established  as  tme.  Coerced  confessions 
offend  the  community’s  sense  of  fair  play  and  decency.  So  here, 
to  sanction  the  brutal  conduct  which  naturally  enough  was 
condemned  by  the  court  whose  judgment  is  before  us,  would  be  to 
afford  brutality  the  cloak  of  law  and  thereby  to  brutalize  the 
temper  of  a society.” 

Now  it  is  my  opinion  that  Mr.  Justice  Frankfurter’s  views  caa  and 
should  be  applicable  in  Canada.  I believe  that  our  Supreme  Court  is  in  a 
position  to  pour  substantive  content  into  the  due  process  provision  of  the 
Bill  of  Rights,  and  that  it  can  do  this  without  working  violence  to  precedent 
or  tradition.  If  it  does  so  then  the  present  rule  on  the  admissibility  of 
evidence  will  necessarily  be  modified|  the  police  will  be  deprived  of  the 
fruits  of  some  of  their  searches 5 the  whole  idea  of  illegal  search  and 
seizure  will  begin  to  have  meaning  in  Canada,  and  the  police  will  have  to  be 
rather  more  careful  than  they  have  been  about  activities  that  tend  to 
’’brutalize  the  temper  of  society”.  I cannot  say  that  I wouldn’t  welcome  a 
change  in  this  direction. 

(ii)  Writs  of  Assistances  This  is  another  aspect  of  the  Narcotic 
Control  Act  which  is  a great  mystery  to  all  in  the  law  to  whom  I’ve  spoken  on 
the  point.  Why  do  we  need  these  writs  of  assistance?  I don’t  myself  think 
that  the  official  justifications  are  good  enough,  but  perhaps  it  is  best  to 
start  with  some  background  information.  These  writs  are  really  general  powers 
of  search,  with  certain  statutory  restrictions.  Provision  has  been  made  for 
them  in  the  narcotics  legislation,  the  Excise  Act,  the  Customs  Act,  and  the 
Food  and  Drug  Act.  All  four  Acts  provide  for  the  issue  of  these  writs  by  the 
Exchequer  Court  but  no  form  is  prescribed  for  any  of  them  in  the  statutes 
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themselves  or  in  the  Exchequer  Court  Act  or  Rules  or  anywhere  else,  so  far  as  I 
am  aware.  They  go  back  to  an  English  statute  of  the  17th  centuiy,  which  has 
never  been  interpreted  by  the  English  courts.  And  it  is  generally  conceded 
historical  fact  that  the  use  of  these  writs  in  colonial  America  prompted  the 
Fourth  Amendment,  What  is  a bit  frightening  is  that  originally  they  were 
wholly  general  in  character  and  did  not  relate  to  specific  persons,  places  or 
things  to  be  searched  or  .eized.  More  than  that,  they  were  not  returnable, 
but  extended  as  continuing  authority  until  six  months  following  the  death  of 
the  monarch  in  whose  reign  they  were  issued.  Do  they  then  amount  to  a blank 
cheque?  Once  issued,  do  they  enable  the  person  named  therein  to  examine  the 
premises  of  anyone,  anywhere,  in  any  part  of  Canada,  at  any  time? 


Supt , Goldsmit h t The  answer  is  yes, 

Mr,  Macdonald;  I think  you  ^*ri.ll  find  there  is  a lot  of  opposition  to  this, 

Supt , Goldsmit h i Every  province  in  Canada  to-day  issues  blanket  search 
warrants  which  have  the  same  strength  and  effect  as  these  Writs  of 
Assistance, 

Mr,  Macdonalds  Then  I think  our  first  thing  is  to  get  rid  of  the  Writs 
of  Assistance, 

Supt,  Goldsmiths  This  is  a matter  for  the  Attorney  Generals  of  the 
provinces  as  well  as  the  Minister  of  Justice,  So  far  as  Writs  are  con- 
cerned, they  are  used  for  these  reasons  only.  If  you  go  into  matters  of 
legal  searches  you  will  find  that  the  income  tax  department  uses  a 
similar  type  of  a warrant  as  does  the  Combines  branch.  These  warrants  are 
similar  to  our  Writs  which  are  issued  by  the  Exchequer  Court,  They  carry 
special  search  privileges,  I don^t  think  this  is  the  place  where  a 
question  like  this  should  be  raised.  People  here  are  mostly  of  the 
medical  profession. 

Dr,  MacFarlaneg  I will  take  issue  with  that,  I think  it  is  highly 
important  to  know  the  processes  of  law  which  are  being  used  to  pursue  the 
illicit  drug  traffic.  It  is  most  important, 

Supt,  Goldsmith;  I can’t  see  what  this  has  to  do  with  drug  addiction  and 
the  rehabilitation  of  addicts, 

Mr,  Macdonalds  It  has  nothing  to  do  with  the  rehabilitation  of  addicts 
but  as  I said,  it  is  a footnote  to  Mr,  Curran’s  paper  which  I think  is  an 
admirable  one  and  has  given  us  some  of  the  principle  and  relevant 
provisions  to  this  narcotic  problem,  I am  simply  saying  that  there  is 
more  in  the  statute  - there  are  some  things  there  of  interest  to  the 
legal  profession.  Parts  of  the  statute  are  very  heavily  weighted  against 
individual  liberty  in  the  case  of  an  addict.  This  is  the  feeling  of  part 
of  the  legal  profession, 

Supt,  Goldsmith;  There  is  no  more  in  a Writ  of  Assistance  than  there  is 
in  a search  warrant. 

Dr,  Armstrongs  Might  I ask  if  there  are  similar  provisions  in  dealing  with 
people  who  possess  controlled  drugs  or  other  addicting  drugs  such  as  alcohol. 
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Supt,  Goldsmiths  There  is  of  course  in  relation  to  trafficking  in 
controlled  drugs o We  also  have  Writs  of  Assistance  in  dealing  with  the 
Liquor  Acts  in  all  the  provinces  in  Canada,  in  the  Northwest  Territories 
and  the  Yukon » These  Writs  are  merely  because  of  the  fact  that  many  of 
these  operations  occur  during  hours  when  Justices  of  the  Peace  are  not 
available  » in  the  middle  of  the  night » Or  you  may  be  fifty  or  sixty 
miles  away  from  a magistrate  when  it  is  necessary  to  make  a search®  This 
is  the  reason  basically  for  this  special  procedure®  But  these  things 
don^t  have  any  more  weight  than  a normal  search  warrant  from  a magistrate 
and  under  no  circumstances  are  these  Writs  used  for  any  other  purpose 
than  they  are  named  for® 


The  truth  is  that  the  position  is  obscure®  The  words  of  the 
statutes  do  not  carry  their  own  explanations  on  their  face®  There  have  only 
been  two  Canadian  cases  construing  sections  in  which  writs  of  assistance  were 
mentioned;  and  they  are  not  very  helpful®  The  language  of  the  four  Acts  is 
different  too®  The  writ  does  not  mean  precisely  the  same  thing  under  each 
statute®  My  point  is  that  these  writs  pose  an  unwarranted  threat  to 
individual  liberty  and  that  therefore  they  should  be  strictly  construed®  But 
if  they  are  strictly  construed  it  will  soon  be  seen  that  they  will  have  much 
the  same  effect  as  ordinary  search  warrants,  and  so  we  might  as  vrell  get  rid 
of  them  altogether®  There  is  no  need  for  them  if  they  are  strictly  construed® 
The  ordinary  search  warrant  will  be  quite  sufficient  in  the  vast  majority  of 
situations,  there  being  enough  issuing  authorities  across  the  nation  to 
issue  warrants  quickly  as  matters  now  stand®  If,  on  the  other  hand,  these 
writs  are  not  to  be  strictly  construed  but  are  to  be  interpreted  as  granting 
very  general  powers,  then  they  ought  to  be  abolished  by  legislative  action 
or,  as  a second  best,  tidied  up  from  a drafting  point  of  view  so  that  their 
terns  will  be  clear  and  unequivocal®  But  I think  that  they  must  go; 
circumstances  don^t  justify  this  sort  of  sweeping  police  power  in  our 
present-day  society® 

(iii)  Onus  of  proof  t This  is  a technical  legal  problem  and  I don^t 
want  to  bore  you  with  the  details®  The  point  is  that  under  section  8 of  the 
Narcotic  Control  Act  the  onus  of  proof  seems  to  have  been  shifted  from  the 
prosecution  to  the  accused,  and  the  question  has  arisen  whether  this  section 
violates  provisions  of  the  Bill  of  Rights  which  provide  for  retention  of  the 
common  law  principle  of  presumption  of  innocence®  Some  people  think  that  it 
does®  It  can  be  argued  that  when  the  accused  is  found  to  be  in  simple 
possession  of  a narcotic  the  effect  of  section  8 is  to  establish  a 
presumption  of  guilt,  which  is  contrary  to  the  Bill  of  Rights®  There  is  a 
feeling,  in  other  words,  that  here  as  elsewhere  the  statute  has  moved  a 
little  too  far  in  favour  of  the  law-enforcement  officer  — that  it  is  loaded 
too  heavily  against  the  addict® 

(iv)  Position  of  the  physicians g I don’t  think  that  I begin  to 
understand  the  position  here,  and  I know  that  I couldn’t  give  an  opinion  on 
it®  What  is  the  position  of  the  practising  doctor  when  it  comes  to 
prescribing  narcotic  drugs  for  the  treatment  of  narcotic  addicts?  Under  the 
first,  the  old,  provision  of  1911,  section  6,  the  physician  couldn’t  do  it® 
This  part  of  the  statute  is  nov/  in  the  Regulations  and  Mr®  Curran  explained  to 
us  this  morning  that  the  matter  is  now  left  up  to  the  doctors  themselves  and 
that  the  yardstick  is  going  to  be  what  they  regard  as  good,  medical  practice® 

It  is  my  understanding  that  this  would  justify  a doctor  in  prescribing 
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narcotics  for  withdrawal  and  for  some  time  thereafter!  but  would  this  be  for  ten 
days  or  two  weeks  or  how  long?  I donH  knowo  I will  close  by  saying  that  it 

seems  to  me  there  is  still  uncertainty  here  and  that  it  may  be  somewhat 

difficult  for  a doctor  or  a head  of  a College  of  Physicians  to  tell  the  young 

student  just  what  he  should  and  shouldn't  doo  And  it  seems  to  me  that  until 

we  get  some  directions  on  this  the  fact  of  this  unceirbainty  is  going  to  make 
physicians  very  reluctant  to  prescribe  narcotics  for  anyone  they  recognize  as 
an  addict,  I understand  that  is  what  has  happened  under  the  Harrison  Act  in 
the  United  States,  There  has  been  a series  of  decisions  there  authorizing 
doctors  to  prescribe  for  addicts  as  sick  persons  but  the  obscurity  of  the 
situation  has  scared  them  off.  So  I will  close  by  saying  that  on  the  fourth 
point,  from  a personal  point  of  view,  I wouldnH  think  that  the  position  is 
quite  as  clear  as  we  might  othenvise  think  it  is. 
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Pro  Ferguson  suggested  that  there  should  be  some  discussion  of  what 
Was  understood  by  meaningful  treatment o 

Pro  Bell;  If  we  think  of  addiction  as  an  abnormal  need  for  something 
and  if  we  think  of  treatment  as  a design  to  cope  with  this,  then  the 
problems  in  treatment  would  appear  to  be  in  direct  proportion  to  the  social 
acceptability  of  that  particular  addiction.  If  we  had  the  same  laws  about 
smoking  tobacco  as  we  have  for  smoking  hashish,  there  would  be  a lot  of 
change.  The  idea  of  treatment  here  is  the  same  as  treatment  of  anything  else  - 
if  possible  to  restore  a person  to  a productive  position  in  society. 

The  first  stage  in  treatment  is  to  interrupt  the  abnormal  need  and  to 
make  an  examination  of  the  patient  and  make  a realistic  appraisal  of  his 
mental  and  physical  condition  and  his  social  status.  Even  without  his 
addiction  can  this  person  fulfill  a constructive  role  in  the  community? 

If  he  can*t  I think  one  line  of  action  might  be  open.  If  he  can,  then 
the  next  phase  is  to  attempt  to  explain  to  him  the  nature  of  the  self- 
perpetuating  disability  that  he  has. 

The  third  phase  is  to  help  him  for  the  first  two  years  of  his  re- 
adjustment to  life  on  an  alcohol  or  drug-free  basis.  I think  the 
physician  is  the  one  who  should  perhaps  quarterback  any  community  team  effort 
in  this  regard.  I think  that  with  a more  positive  attitude,  the  majority  of 
the  victims  of  addiction,  certainly  with  alcohol  addiction  with  which  I 
am  more  familiar,  should  be  considered  treatable  and  the  more  that  we 
regard  drug  addicts  as  potential  candidates  for  a satisfactory  role  in  the 
community,  I think  more  of  them  will  respond.  Much  of  the  difficulty  up  to 
now  has  been  the  defeatist  and  negative  attitude  that  has  prevailed. 

Any  addiction  will  be  initiated  in  one  of  three  situations  - by 
occupation,  by  prescription  or  by  social  custom.  The  3 >000  mentioned  by 
Mr.  Hammond  encountered  their  drug  not  because  it  was  prescribed  by  them 
and  not  because  they  work  in  the  field  like  a physician  or  a nurse,  but 
incidental  to  some  of  the  social  customs  and  practices  among  which  they  live. 
And  the  fact  that  this  brings  them  into  conflict  with  the  law  earlier  than 
the  majority  of  other  addictions  should  not  change  materially  the  approach 
to  treatment,  whether  the  addiction  started  in  the  Department  of  Reform 
Institutions  or  anywhere  else. 

Regarding  the  freedom  of  the  individual,  by  its  very  nature,  addiction 
is  a progressive  slavery.  The  victim  ends  up  more  and  more  controlled  by 
his  need  for  alcohol  or  drugs.  So  if  we  devise  legislation  which  will 
interrupt  his  slavery  to  a drug  and  permit  the  door  to  open  to  a freedom  to 
select  techniques  which  formerly  had  to  be  dealt  with  by  alcohol  or  drugs, 
such  legislation  should  not  be  considered  as  taking  away  the  freedom  of  the 
individual.  From  the  viewpoint  of  the  medical  profession  this  is  an  essential 
legal  road  block  to  open  the  door  to  a new  measure  of  treatment. 

Phase  one  alone,  to  sober  up  a patient,  take  him  off  his  drugs  and  leave 
him  there,  is  useless  if  it  isn^t  followed  through  by  some  attempt  to  have 
him  integrated  satisfactorily  into  the  community.  The  addicted  individual 
is  already  caught  up  into  something  which  he  cannot  free  himself  from  by  his 
own  efforts.  If  he  can  hit  bottom  by  coming  into  a legal  roadblock  instead  of 
by  having  killed  someone,  or  lost  his  job,  or  ruined  his  life,  or  having 
his  family  broken  up,  then  legislation  of  this  type  should  be  re-examined 
and  begin'  to  take  some  place  in  our  thinking  and  thereby  set  the 
stage  for  clinical  management. 
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Pro  Sttin^'er  raised  the  point  that  if  rehabilitation  meant  restoring 
a man  to  his  profession,  then  with  addicts  who  had  been  criminals,  to  free 
them  from  their  addiction  might  restore  them  to  their  criminal  careersi 

Pro  Bell  remarked  that  any  real  help  for  the  individual  must  include 
something  that  would  help  him  pursue  a constructive  role  in  society® 

Pr®  Sveson  pointed  out  that  the  need  for  treatment  in  the  case  of 
alcohol  Was  related  only  to  uncontrolled  use  of  the  drug;  whereas  the 
approach  to  narcotic  addiction  in  our  society  was  quite  different®  This 
involved  a relatively  small  group  of  people® 

Pr ® Hobb s asked  if  anyone  could  throw  light  on  the  origin  of  this  concern 
over  such  a small  group  of  people. 

Pr®  Halliday  described  how  our  Opium  and  Narcotic  Prug  Act  came  after 
Mr®  Mackenzie  King^s  visit  to  Vancouver,  where  he  came  in  contact  with  some 
of  the  opium  dens  where  the  Chinese  population  smoked  opium;  noted  that 
some  of  the  white  people  were  also  beginning  to  enjoy  this,  and  apparently 
found  the  results  socially  unacceptable. 

Pr.  Ferguson  pointed  out  that  there  had  been  an  opium  war  in  China  in 
which  the  Chinese  prejudices  against  opium  were  ruthlessly  over-ruled  by 
the  British.  Further  to  the  apparent  origin  of  the  kind  of  legislation  and 
enforcement  that  we  have,  he  recalled  that  one  of  the  things  that  stirred  up 
opinion  on  this  subject  was  the  discovery  in  1917  that  a very  large  proportion 
of  the  draftees  were  found  to  be  addicts®  It  was  a very  big  problem  then 
which  has  now  been  reduced  by  energetic  enforcement  to  a very  small  problem. 

Mr o Curran ; I won*t  try  to  develop  the  historical  aspect  since  I have 
covered  that  in  some  detail  in  the  material  that  you  have.  There  is  one 
point,  however,  that  I think  is  important  and  that  is  the  growing  consciousness 
throughout  the  world  that  addiction  to  drugs  is  not  a desirable  social 
custom®  It  is  fine  to  talk  about  the  provision  of  drugs  and  why  should  the 
addict  have  his  liberty  interf erred  with,  why  shouldn’t  he  have  his  privileges 
to  have  heroin  as  others  have  a martini  at  a bar?  I am  not  going  to  deal 
with  the  logic  of  that  position.  I am  going  to  say  that  we  would  be  in  a 
peculiar  position  in  the  eyes  of  the  world,  when  every  country  without 
exception  now  has  legislation  similar  to  the  Narcotic  Control  Act  now  in 
fcJCe  in  Canada  if  we  departed  from  the  principle  altogether.  Apart  from  the 
international  obligations  we  have  assumed  by  signing  the  various  treaties 
to  which  we  are  a party,  we  would  be  taking  a very  retrogressive  step® 

Some  will  argue  that  drugs  are  not  nearly  as  destroying  to  the 
individual  as  alcohol.  Therefore,  there  should  be  complete  freedom  of  choice 
of  the  individual  to  indulge  in  whatever  vice  he  happens  to  like.  Society 
has  not  supported  this  view.  If  the  Canadian  public  felt  strongly  enough 
they  have  a remedy  through  their  elected  representatives  to  parliament 
to  turn  the  hands  of  the  clock  back  fifty  years.  They  have  not  done  it. 

ViJhen  the  Narcotic  Control  Act  was  introduced  in  parliament  and  I was 
sitting  with  the  Minister  at  the  time,  most  of  the  questions  that  came  up 
from  the  elected  representatives  were  these;  does  this  Act  go  far  enough? 

Is  it  restrictive  enough?  Does  it  do  what  we  want  it  to  do?  Will  it  control 
the  illicit  distribution  of  drugs?  Will  it  prevent  addiction?  Nobody 
suggested  that  the  Act  went  too  far  and  that  there  should  be  freedom  of 
choice  on  the  part  of  the  individual  to  engage  in  his  pet  vice.  I think 
it  becomes  thoroughly  academic  at  this  time  to  debate  whether  or  not  the 
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Act  is  too  restrictive  and  whether  the  addict  should  or  should  not  be 
given  the  right  to  indulge  in  whatever  drug  he  likes o The  facts  of  the 
situation  were  clearly  set  out..  Tiro  Macdonald  has  drawn  attention  to 
certain  things  from  a theoretical  view  at  least,  which,  from  an 
academic  view  could  be  of  concern  to  the  legal  purist o From  a practical 
point  of  view,  v;e  have  had  surprisingly  little  criticism  or  comment  on 
procedures  which  are  set  out  in  the  Narcotic  Control  Act.  I have  yet  to 
hear  of  any  concerted  opinion  expressed  by  the  Bar  Association,  that  the 
controls  which  are  in  the  Act  are  out  of  line  with  the  proper  and  duly 
accepted  principles  necessary  for  the  control  of  drug  addictiono 

Mto  Macdonald;  The  Bar  Association  at  Halifax  brought  up  the  matter 
of  the  presumption  of  innocence. 

Mr.  Curran;  That  has  been  dealt  with  by  the  Court  of  Appeal  of 
Ontario.  The  Court  of  Appeal  of  Ontario  has  upheld  the  contention  that 
this  legislation  does  not  interfere  with  the  presumption  of  innocence  and 
therefore  the  Bill  of  Rights  does  not  affect  this  position.  There  is 
another  case  in  the  Use  of  Explosives  Act  and  following  that  the  Court  of 
Appeal  of  Ontario  has  upheld  this  as  properly  constitutional  and  not  a 
violation  of  the  Bill  of  Rights. 

Mr.  Macdonald;  The  Canadian  Bar  Association  is  still  concerned. 

Mr.  Curran;  They  have  the  right  to  be,  if  they  are  sufficiently 
exercised.  We  have  an  election  coming  on  and  this  is  a wonderful  opportunity 
to  take  a strong  position  and  elect  members  to  parliament  who  will  change 
the  law.  My  own  guess  is  that  it  will  not  be  desired  and  nobody  will 
change  the  position  of  the  law,  I don’t  v^ant  to  be  in  a position  of 
arguing  with  I'£r.  Macdonald  - he  is  a man  of  great  legal  eminence  but  when 
he  talks  about  interference  with  the  liberty  of  a subject  and  an  invasion 
of  privacy  and  constitutional  rights  I was  reminded  of  v'hen  I was  going  to 
law  school;  the  maxim  was  put  before  us  that  it  is  better  for  99  guilty  men 
to  escape  than  for  one  innocent  man  to  be  punished.  For  whom  is  it  better? 

. . .The  99  guilty  men.  This  is  a fact  we  should  not  ignore.  I think  that 
the  law  does  pro^mde  ample  safeguards  of  the  rights  of  even  addicts.  They 
must  be  convicted  in  accordance  with  due  process  of  law  and  there  are 
plenty  of  safeguards  to  help  the  addict  in  law. 

Regarding  the  doctor’s  rights  in  using  drugs  in  his  medical  practice, 
the  provision  contained  in  Regula,tic'.i  38  is  strictly  in  accordance  with  the 
law  in  the  United  Kingdom  and  the  laws  in  the  United  States  and  other 
countries  recognizing  the  importance  of  controlling  drugs  and  the 
limiting  of  their  use  to  medical  use.  I have  been  to  many  meetings  of  the 
narcotic  convention  and  I think  there  is  no  country  which  has  come  forward 
and  suggested  a departure  from  the  concept  which  is  contained  in  our  legislation. 

’’No  practitioner  shall  prescribe,  administer,  give,  sell  or 
furnish  a narcotic  to  any  person  unless  the  person  is  a patient 
under  his  professional  treatment  and  the  narcotic  is  required  for 
the  condition  for  which  the  patient  is  receiving  treatment.” 

I don’t  know  how  it  could  be  more  clearly  expressed.  The  use  of  narcotics 
is  not  a matter  of  legislation,  it  is  a matter  of  medical  judgment. 
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If  the  doctor  is  iincertain  then  there  is  good  reason  for  him  having 
some  doubt o If  the  doctor  expresses  doubt  whether  or  not  he  should 
prescribe  a narcotic  to  an  addict  I should  think  he  would  want  advice  or 
consult  with  his  professional  brethren  and  find  out  what  in  their  opinion 
constitutes  good  medical  practice.. 

We  have  not  had  any  issue  develop  on  thiSo  We  have  not  had  any 
complaints  by  the  medical  profession  that  the  law  is  unclear  or  that  it 
doesn’t  give  him  the  right  he  should  have  to  engage  in  medical  practice o 

Dro  Kucherepa  this  morning  raised  another  point o He  was  talking  about 
the  disclosure  of  information  and  the  doctor-patient  relationship., 

Dr.  Dawson  suggested  in  his  paper  that  it  would  be  a desirable  thing  that 
there  should  be  some  provision  whereby  information  could  be  disclosed  to 
professional  licensing  authorities.  I would  draw  Dr.  Kucherepa ’s  attention 
to  Regulations  39?  UO  and  41  of  the  Act  and  Regulation  41  particularly; 

’’where,  in  the  opinion  of  the  Minister,  it  is  necessary  to  do  so 
for  the  proper  administration  and  enforcement  of  the  Act,  or 
these  Regulations,  the  Mnister  may  refer  to  the  appropriate 
provincial  licensing  authority  of  any  province  in  which  a 
practitioner  is  registered  and  entitled  to  practice  information  obtained 
under  these  Regulations,  together  ■v/ith  any  other  information  he 
considers  relevant,  and  following  consultation  with  such 
provincial  licensing  authority,  may,  notwithstanding  anything 
contained  in  these  Regulations,  impose  such  conditions  as  in  his 
opinion  may  be  desirable  in  the  public  interest  on  the  right  of  such 
practitioner  to  purchase  a narcotic”. 

We  have  another  authority  here  which  Mr.  Hammond,  from  time  to  time,  has 
to  exercise  when  it  appears  from  the  recording  information  that  he  gets 
monthly  that  a doctor’s  office  use  of  narcotics  goes  beyond  what  is 
considered  normal  having  regard  to  his  type  of  practice.  There  is 
authority  here  to  require  the  practitioner  to  furnish  the  Minister 
’’such  information  as  the  Minister  may  require  respecting  narcotics  purchased 
by  the  practitioner  for  the  prescribing,  administering,  giving,  selling 
or  furnishing  of  a narcotic  by  a practitioner  to  a person  or  animal”. 

Some  of  you  medical  people  may  think  this  is  a complete  violation  of  the 
concept  of  medical  practice  and  confidentially  of  doctor-patient 
relationships.  I can  only  say  this  provision  has  been  in  our  law  for  a 
great  many  years  and  has  carried  the  support  of  every  provincial  licensing 
authority  and  of  the  Canadian  Medical  Association.  The  provision  which 
I read  was  discussed  with  every  provincial  licensing  authority  before 
it  was  included.  We  personally  visited  every  provincial  licensing 
authority  and  asked  what  their  views  were.  We  had  complete  support  from 
the  licensing  authorities  and  the  C.M.A.  that  this  was  a desirable  thing. 

It  serves  to  put  the  matter  of  irregularity  back  in  the  hands  of  the 
provincial  licensing  authority  which  in  our  opinion  is  where  it  belongs. 

Dr.  Kucherepa;  V/e  as  a licensing  body  would  appreciate  receiving 
information  about  a physician  who  is  an  addict  so  that  we  could  guide  him 
insofar  as  his  limitation  of  practice  is  concerned.  We  need  information 
that  will  enable  us  to  bridge  the  gap  between  the  time  the  physician  is 
developing  his  addiction  and  seeks  treatment  and  the  time  when  he  finally 
winds  up  as  a disciplinary  problem.  We  sometimes  have  no  alternative  but  to 
take  stern  action. 
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Lady  Frankau;  In  England,  if  you  prescribe  a drug  for  an  addict 
patient  you  write  his  name  and  address  (and  make  it  clear  to  him  that  it 
is  an  offence  to  give  a wrong  address)  and  having  done  that  you  then 
prescribe  the  amount  of  drug  and  date  ito  He  can  cash  that  prescription 
at  any  time  on  the  day  it  is  datedo  If,  however,  you  don^t  want  it  dispensed 
until  later  you  write  across  it  ’*not  to  be  dispensed  until  after  six 
o’clock”. 

The  other  thing  I can  do  and  sometimes  do  is  to  write  a prescription 
for  professional  use  for  whatever  I heed.  I have  to  write  that  in  my 
poison  register  and  then  I have  to  put  down  whatever  I hand  out  to  the 
patient  on  the  other  side  of  the  poison  register  and  that  register  is  open 
to  inspection  by  the  Home  Office.  On  the  other  hand  if  I administer  the 
injection  myself,  than  I don’t  have  to  enter  it.  That  pretty  well  covers 
the  obligations  of  the  physician  under  British  law.  I do  not  have  to 
report  what  addict  patients  I actuallj^'  have  but  I have  always  done  that 
as  a matter  of  courtesy.  Also  I have  no  authority  to  ask  a patient  to  go 
to  the  Home  Office  and  report.  But  as  a matter  of  courtesy  I have  always 
made  my  Canadians  do  that. 

lir.  Bick  asked  if  the  Brain  Commission  report  had  resulted  in  any 
change  in  regulations  and  Lady  Frankau  answered  that  it  had  not. 

Dr.  Schur  pointed  out  that  the  Brain  Commission  in  its  report  had  said 
that  the  system  was  operating  well,  that  no  further  statutory  regulations 
were  needed  and  that  there was  no  need  for  compulsory  committment  or  specialized 
treatment  institutions.  He  then  cited  British  officials  who  had  told  him 
it  was  misleading  to  speak  of  a ’’British  System”.  Also  that  the  lav^  as 
written  in  the  United  States  and  Britain  was  essentially  the  same.  While  both 
of  these  statements  are  correct,  strictly  speaking,  there  was,  he  felt, 
insufficient  reason  for  anyone  to  state  that  American  and  British  policies 
were  the  same.  The  main  point  is  the  spirit  of  the  policies  in  Britain, 
the  way  they  are  enforced,  and  the  fact  that  doctors  are  not  interfered 
with  by  law  enforcement  authorities  when  they  decide  drugs  are  necessary  in 
whatever  treatment  measures  they  undertake.  Dr.  Schur  also  quoted  Rufus  King 
as  saying  that  England  has  no  significant  drug  addiction  problem,  no  signi- 
ficant illicit  traffic  and  no  enforcement  activity  comparable  to  those  that 
occupy  American  authorities.  The  British  medical  profession  is  in  full  and 
virtually  unchallenged  control  over  the  distribution  of  drugs.  The  key 
point  is  how  such  a phrase  as  ’’solely  for  the  gratification  of  addiction” 
is  interpreted.  My  understanding  of  the  situation  in  Britain  is  this:  that 
if  the  doctor  decides  that  the  patient  needs  drugs,  then  this  is  not  treated 
as  ’’solely  for  the  gratification  of  addiction”. 

Dr.  Scott;  There  are  only  three  ways  to  destroy  society;  one  is  through 
war  and  natural  disaster,  another  is  through  treason  and  the  third  is  through 
drugs,  A yoxing  society  is  extremely  unstable  and  the  greater  the  threat 
the  greater  the  sanction  it  has  to  take  to  protect  itself.  This  is 
perhaps  one  reason  why  we  have  the  regulations  we  have,  to  deal  with  a small 
number  of  people. 

Mr.  Macdonald  pointed  out  that  another  reason  for  so  much  interest  in 
something  affecting  so  fevr  people  was  the  general  lay  interest  in  the  working 
of  the  mind. 
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AN  EXPERnffiNT  IN  REHABILITATION  OF  ADULT  FEMALE  OFFENDERS 

Rev.  Maurice  S.  Flint 

Chaplain,  Mmico  Reformatory 

As  participants  in  this  conference,  you  vd.ll  have  been  supplied 
with  an  extract  from  a 250  page  report  of  a recent  two-year  experiment  in 
the  treatment  of  female  narcotic  addicts  committed  to  the  care  of  the 
Ontario  Department  of  Reform  Institutions.  It  will  be  assumed  that 
you  have  had  the  time  and  been  sufficiently  motivated to  have  read  - and 
I hope  digested  - the  material  supplied  to  you  through  the  mail.  I 
will  therefore  refrain  from  any  repetition  of  that  material  although 
I would  say  that  in  a period  of  twenty  months,  244  different  addicts 
were  committed  to  the  Mercer  Reformatory  and  these  served  44B  sentences 
in  that  same  period  of  time.  250  of  these  sentences  were  for  less 
than  six  mionths. 

During  the  past  ten  years,  it  has  been  my  privilege  to  minister 
to  and  attempt  to  help  and  even  treat  these  young  female  addicts  who, 
after  much  disordered  living,  have  passed  through  our  courts  and 
finally  arrived  at  a correctional  institution.  In  the  early  days  of 
the  last  decade  very  few  young  persons  were  involved  in  the  narcotic 
trade.  In  the  early  days  a weekly  meeting  for  addicts  was  held 
vd.thin  the  walls  of  the  institution.  Some  of  the  finest  and  best 
professional  men  in  medicine  and  associated  social  sciences  gave  their 
services  to  minister  to  these  girls.  In  the  process  of  time  such 
prominent  figures  xvithdrew  from  the  scene  although  the  number  of 
convicted  addicts  was  increasing  astronomically  from  approximately  1% 
of  the  total  inmate  population  to  over  50>o  last  year.  Incidentally, 
in  the  past  twelve  months  drug  admissions  to  reformatories  have 
decreased  to  almost  minimal  proportions.  Illicit  drug  supplies  of 
heroin  have  been  drastically  curtailed  on  the  streets  of  Toronto,  The 
law  enforcement  officers  know  the  drug  addicts  well.  The  addicts  are 
afraid  at  present  of  the  toxic  ingredients  in  the  available  supplies 
of  adulterated  heroin.  There  is  the  use  of  alternative  drugs  which  is 
not  stimulating  of  the  same  social  action. 

There  appear  to  be  many  reasons  for  the  gradual  retreat  of 
professional  persons  from  this  area  of  contact  with  the  addict.  Firstly, 
the  increasing  demands  made  upon  busy,  competent,  professional  people 
make  such  voluntary  services  difficult.  Secondly,  the  almost  universal 
feeling  that  a correctional  institution  is  no  place  for  a sick  person. 
This  is  in  spite  of  the  fact  that  such  sick  persons  have  a history  of 
personality  disorder,  have  been  diagnosed  in  one  of  those  wastepaper 
basket  categories  of  criminals  such  as  criminal  psychopaths, hedonistic 
psychopaths  and  sociopaths.  They  are  probably  considered  poor  treat- 
ment risks  when  they  appear  in  the  ordinary  mental  hospital,  and  it  is 
recognized  that  they  will  be  ultimately  incarcerated.  Thirdly,  the 
extreme  difficulty  that  professional  treatment  people  find  in  working 
securely  in  the  medium  of  a custodial  institution.  Fourthly,  the  frust- 
ration of  lack  of  success  in  the  correctional  institution  as  treatment 
personnel  face  constantly  the  hard  core  that  personifies  failure. 

Fifthly,  the  lack  of  motivation  on  the  part  of  those  persons  needing 
treatment  in  such  a miedia.  Sixthly,  the  days  of  bare  walls, 
primitive  instruments  and  depersonalization  of  patients  have  almost 
disappeared  in  the  treatment  milieu.  Treatment  people  no 
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longer  wish  to  deal  just  with  a case  or  a body  but  with  a person  vibrant 
with  potentiality  and  vital  to  a communityo  Correctional  institutions 
are  seen  as  robbing  treatment  persons  of  their  tools  for  service,  robbing 
their  patients  of  their  individuality  and  freedom  of  choice  and  robbing 
the  environment  of  its  symbols  of  healthy,  satisfying  living. 

Although  there  is  no  intention  of  defending  the  present  system 
of  incarcerating  certain  tjrpes  of  narcotic  addicts,  casual  observations 
during  the  last  decade,  of  society's  handling  of  the  so-called  criminal 
psychopath  or  that  large  community  of  character  disordered  persons  with 
delinquent  orientation,  would  seem  to  indicate  that  for  many  years  to 
come  the  narcotic  addict  may  well  continue  to  be  incarcerated. 

It  may  be  unwise  to  enumerate  the  prisoners  known  to  me  who 
have  been  turned  aside  by  members  of  the  healing  professions  and  from 
institutions  dedicated  to  the  healing  arts  because,  firstly,  there  is 
nothing  that  can  be  done  for  them  and  it  would  be  hypocritical  and 
harmful  to  keep  them.  Secondly,  they  really  upset  the  other  patients  and 
it  is  not  fair  to  others  to  keep  them.  Thirdly,  they  will  soon  be  picked 
up  and  in  prison  and  how  right  they  are.  The  general  public  would  seem  to 
think  and  feel  that  an  omnipotent  and  omniscient  medical  fraternity  can 
accomplish  the  impossible  and  unthinkingly  and  unknowingly  they 
usually  tend  to  turn  our  therapeutic  centres  into  repositories  of  the 
hopeless  rather  than  havens  of  hope.  Our  present  medical  knowledge  and 
skills  are  limited;  the  descriptive  term  ‘’narcotic  addict”  hides  the 
true  individuality,  characteristics  and  personality  of  these  human 
being.  Unless  our  present  criteria  of  social  existence,  the  right  of 
individuals  to  choose  freely  their  way,  their  place  and  goals  of  life, 
are  indiscriminately  upheld,  the  so-ca3J.ed  narcotic  addict  will  be  committed 
to  our  correctional  institutions  either  as  criminal  addicts  or  in  many 
cases  as  criminal  psychopaths. 

It  is  apparent  that  the  opiates  presently  used  by  the  addict 
often  eases  the  memory,  the  reactions  and  the  disquiet  associated  with 
inter-personal  conflict  and/or  the  inability  to  attain  a satisfying  way 
of  life.  Too  many  people  readily  assume  that  addiction  and  anti-social 
activities  are  mutually  dependent  and  that  abstaining  from  drugs  will 
mean  a corresponding  and  possibly  even  greater  decrease  in  criminal 
activity.  Yet  there  would  seem  to  be  some  evidence  that  the  restlessness, 
dissatisfactions  and  conflicts  of  the  drugless  state  will  bring  about 
even  more  imaginative  and  greater  criminal  activities.  Although  the 
price  of  illicit  drugs  demands  specific  returns  from  criminal  activities, 
the  internal  possession  of  the  drug  does  allay  some  of  the  disquiet  and 
dissatisfactions  that  can  lead  to  activities  of  an  anti-social  nature. 

Observations  of  the  young  female.,  criminal  addict  reveal 
certain  characteristics.  I'fi.th  some  the  benefit  of  normal  maturation 
processes  and  realization  of  natural  and  normal  adjustment  in  society 
lessene  the  need  for  drugs.  I think  I could  name  between  8 or  10 
female  addicts  who  having  matured,  or  married  and  attained  acceptance 
in  society  have  now  abstained  from  the  use  of  narcotics  from  five  to  ten 
years.  There  are  some  who,  although  abstaining  from  the  use  of  dmigs, 
continue  and  probably  will  continue  criminal  activities.  There  are 
others  who  conditioned  or  helped  to  abstain  from  narcotics  become 
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AN  EXPERB'IENT  IN  REHABILITATION  OF  ADULT  FEMALE  OFFENDERS 

Rev.  Maurice  S.  Flint 

Chaplain,  Mdndco  Reformatory 

As  participants  in  this  conference,  you  will  have  been  supplied 
with  an  extract  from  a 250  page  report  of  a recent  two-year  experiment  in 
the  treatment  of  female  narcotic  addicts  committed  to  the  care  of  the 
Ontario  Department  of  Reform  Institutions,  It  will  be  assumed  that 
you  have  had  the  time  and  been  sufficiently  motivated  to  have  read  - and 
I hope  digested  - the  material  supplied  to  you  through  the  mailo  I 
will  therefore  refrain  from  any  repetition  of  that  material  although 
I would  say  that  in  a period  of  twenty  months,  244  different  addicts 
were  committed  to  the  Mercer  Reformatory  and  these  served  44S  sentences 
in  that  same  period  of  time,  250  of  these  sentences  were  for  less 
than  six  months. 

During  the  past  ten  years,  it  has  been  my  privilege  to  minister 
to  and  attempt  to  help  and  even  treat  these  young  female  addicts  who, 
after  much  disordered  living,  have  passed  through  our  courts  and 
finally  arrived  at  a correctional  institution.  In  the  early  days  of 
the  last  decade  very  few  young  persons  were  involved  in  the  narcotic 
trade.  In  the  early  days  a weekly  meeting  for  addicts  was  held 
within  the  walls  of  the  institution.  Some  of  the  finest  and  best 
professional  men  in  medicine  and  associated  social  sciences  gave  their 
services  to  minister  to  these  girls.  In  the  process  of  time  such 
prominent  figures  withdrew  from  the  scene  although  the  number  of 
convicted  addicts  was  increasing  astronomically  from  approximately  1% 
of  the  total  inmate  population  to  over  50%  last  year.  Incidentally, 
in  the  past  twelve  months  drug  admissions  to  reformatories  have 
decreased  to  almost  minimal  proportions.  Illicit  drug  supplies  of 
heroin  have  been  drastically  curtailed  on  the  streets  of  Toronto.  The 
law  enforcement  officers  know  the  drug  addicts  well.  The  addicts  are 
afraid  at  present  of  the  toxic  ingredients  in  the  available  supplies 
of  adulterated  heroin.  There  is  the  use  of  alternative  drugs  which  is 
not  stimulating  of  the  same  social  action. 

There  appear  to  be  many  reasons  for  the  gradual  retreat  of 
professional  persons  from  this  area  of  contact  with  the  addict.  Firstly, 
the  increasing  demands  made  upon  busy,  competent,  professional  people 
make  such  voluntary  services  difficult.  Secondly,  the  almost  universal 
feeling  that  a correctional  institution  is  no  place  for  a sick  person. 
This  is  in  spite  of  the  fact  that  such  sick  persons  have  a history  of 
personality  disorder,  have  been  diagnosed  in  one  of  those  wastepaper 
basket  categories  of  criminals  such  as  criminal  psychopaths, hedonistic 
psychopaths  and  sociopaths.  They  are  probably/  considered  poor  treat - 
m.ent  risks  when  they  appear  in  the  ordinary  mental  hospital,  and  it  is 
recognized  that  they  will  be  ultimately  incarcerated.  Thirdly,  the 
extreme  difficulty  that  professional  treatment  people  find  in  working 
securely  in  the  medium  of  a custodial  institution.  Fourthly,  the  frust- 
ration of  lack  of  success  in  the  correctional  institution  as  treatment 
personnel  face  constantly  the  hard  core  that  personifies  failure. 

Fifthly,  the  lack  of  motivation  on  the  part  of  those  persons  needing 
treatment  in  such  a media.  Sixthly,  the  days  of  bare  walls, 
primitive  instruments  and  depersonalization  of  patients  have  almost 
disappeared  in  the  treatment  milieu.  Treatment  people  no 
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longer  wish  to  deal  just  with  a case  or  a body  but  with  a person  vibrant 
with  potentiality  and  vital  to  a communityo  Correctional  institutions 
are  seen  as  robbing  treatment  persons  of  their  tools  for  service,  robbing 
their  patients  of  their  individuality  and  freedom  of  choice  and  robbing 
the  environment  of  its  ssmibols  of  healthy,  satisfying  living. 

Although  there  is  no  intention  of  defending  the  present  system 
of  incarcerating  certain  t3rpes  of  narcotic  addicts,  casual  observations 
during  the  last  decade,  of  society's  handling  of  the  so-called  criminal 
psychopath  or  that  large  community  of  character  disordered  persons  with 
delinquent  orientation,  would  seem  to  indicate  that  for  many  years  to 
come  the  narcotic  addict  may  well  continue  to  be  incarcerated. 

It  may  be  unwise  to  enumerate  the  prisoners  known  to  me  who 
have  been  tiorned  aside  by  members  of  the  hea]i.ng  professions  and  from 
institutions  dedicated  to  the  healing  arts  because,  firstly,  there  is 
nothing  that  can  be  done  for  them  and  it  would  be  hypocritical  and 
harmful  to  keep  them.  Secondly,  they  really  upset  the  other  patients  and 
it  is  not  fair  to  others  to  keep  them.  Thirdly,  they  will  soon  be  picked 
up  and  in  prison  and  how  right  they  are.  The  general  public  would  seem  to 
think  and  feel  that  an  omnipotent  and  omniscient  medical  fraternity  can 
accomplish  the  impossible  and  unthinkingly  and  unknowingly  they 
usually  tend  to  turn  our  therapeutic  centres  into  repositories  of  the 
hopeless  rather  than  havens  of  hope.  Our  present  medical  knowledge  and 
skills  are  limited;  the  descriptive  term  '’narcotic  addict"  hides  the 
true  individuality,  characteristics  and  personality  of  these  human 
being.  Unless  our  present  criteria  of  social  existence,  the  right  of 
individuals  to  choose  freely  their  way,  their  place  and  goals  of  life, 
are  indiscriminately  upheld,  the  so-called  narcotic  addict  will  be  committed 
to  our  correctional  institutions  either  as  criminal  addicts  or  in  many 
cases  as  criminal  psychopaths. 

It  is  apparent  that  the  opiates  presently  used  by  the  addict 
often  eases  the  memory,  the  reactions  and  the  disquiet  associated  with 
inter-personal  conflict  and/or  the  inability  to  attain  a satisf37ing  way 
of  life.  Too  many  people  readily  assume  that  addiction  and  anti-social 
activities  are  mutually  dependent  and  that  abstaining  froih  drugs  will''' 
mean  a corresponding  and  possibly  even  greater  decrease  in  criminal- 
activity,  Yet  there  would  seem  to  be  some  evidence  that  the  restlessness, 
dissatisfactions  and  conflicts  of  the  drugless  state  will  bring  about 
even  more  imaginative  and  greater  criminal  activities.  Although  the 
price  of  illicit  drugs  demands  specific  returns  from  criminal  activities, 
the  internal  possession  of  the  drug  does  allay  some  of  the  disquiet  and 
dissatisfactions  that  can  lead  to  activities  of  an  anti-social  nature. 

Observations  of  the  young  female.,  criminal,  addict  reveal 
certain  characteristics,  kith  some  the  benefit  of  normal  maturation 
processes  and  realization  of  natural  and  normal  adjustment  in  society 
lessens  the  need  for  drugs.  I think  I could  name  between  B or  10 
female  addicts  who  having  matured,  or  married  and  attained  acceptance 
in  society  have  now  abstained  from  the  use  of  narcotics  from  five  to  ten 
years.  There  are  some  who,  although  abstaining  from  the  use  of  drugs, 
continue  and  probably  will  continue  criminal  activities.  There  are 
others  who  conditioned  or  helped  to  abstain  from  narcotics  become 
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EXPERIENCE  WITH  MALE  NARCOTIC  ADDICTS  AFTER  RELEASE  FROM  PRISON 


Ao  Ko  Couse,  MoSoWo 
Executive  Assistant, 

John  Howard  Society  of  Ontario,, 


The  experience  with  male  narcotic  addicts  to  be  discussed  here 
reflects  the  work  of  an  organization  and  its  staff®  It  is  appropriate,  there- 
fore, to  review  this  experience  in  the  context  of  agency  purposes  and  goals 
and  also  the  area  of  competence  of  the  staff® 

The  John  Howard  Society  of  Ontario  currently  focuses  on  providing 
social  work  services  to  a wide  cross  section  of  criminal  offenders  as  they 
return  to  the  community®  It  attempts,  through  its  pre-discharge  preparatory 
services  in  penal  institutions,  to  integrate  its  services  with  those  of 
institutions  and  to  continue  correctional  treatment  as  the  ex-prisoner  faces 
the  demands  and  pressures  of  freedom®  In  the  community,  the  agency  is  not 
concerned  primarily  to  “protect**  the  ex-inmate  from  these  demands®  It  is 
concerned  that  the  ex-inmate  discover  more  appropriate  and  constructive  ways 
of  dealing  with  the  variety  of  social  and  interpersonal  problems  which  he  may 
face®  The  agency  also  feels  that  its  methods  cannot  isolate  the  offender  from 
commianity  values  or  shield  him  from  the  minimal  rules  or  expectations  inherent 
in  such  values® 

Staff  members  are  professional  social  workers  whose  competence  lies 
in  determining  what  areas  and  in  what  degrees  individual  ex-inmates  are 
hampered  in  their  social  functioning.  They  are  then  concerned  with  improving 
individual  capacities  to  function  socially  or  in  restoring  basic  capacities 
which  have  been  inoperative® 

In  approaching  the  problems  of  a narcotic  addict,  the  Society’s 
social  workers  do  not  attempt  to  treat  the  narcotic  addiction  as  such®  They 
consider  that  the  use  of  narcotics  and  the  individual  expression  of 
criminality  are  gross  manifestations  of  failure  to  function  adequately  in 
society®  Basically,  they  offer  the  opportunity  for  an  ex-inmate  to  work  with 
them  on  his  day-to-day  problems.  This  is  an  offer  of  a shared  relationship 
within  which  problem  solving  may  be  exercised  so  that  the  ex-inmate  may 
learn  to  function  at  a level  satisfactory  to  himself  and  to  the  rest  of 
society® 


The  degree  of  impairment  in  social  functioning  evident  in  repeated 
criminal  behaviour  is  often  made  more  serious  by  repetitive  penal 
experiences  which  may  in  themselves  create  a new  set  of  attitudes  and  a way 
of  life  increasingly  alienated  from  the  society  in  which  the  ex-inmate  is 
expected  to  reassimilate®  Obviously,  when  there  has  been  an  additional 
development  of  narcotic  addiction,  as  a major  mode  of  adjustment,  the 
capacity  of  the  ex-inmate  to  cope  with  his  problems,  his  motivation  to  work 
on  those  problems  and  the  opportunities  open  to  him  to  resolve  problems  will 
be  profoundly  affected. 
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We  would  like  to  examine  our  experiences  with  this  small  group,  of 
twenty  male  criminal  addicts  by  using  a framework  first  reported  by  Lillian 
Ripple  of  the  School  of  Social  Service  Administration,  University  of  Chicago 
and  further  elaborated  on  and  applied  to  correctional  social  work  by 
Professor  Charles  Shireman  of  the  same  university  (1),  (2),, 

V/e  assumed  that  the  criminal  addicts  seen  had  a wide  range  of 
problems  to  solve o We  tried  to  determine  what  their  capacities  were  to  cope 
vd-th  these  problems  and  to  improve  their  social  functioningo  We  tried  to 
determine  that  motivation  they  had  to  change  their  pattern  of  social 
functioning  and  what  opportunities  were  open  to  them  to  improve  these  patterns o 
To  describe  these  experiences  it  will  be  appreciated  that  arbitrary  judgnents 
had  to  be  made, 

MOTIVATION 


It  was  apparent  that  six  of  the  twenty  criminal  addicts  came  to  the 
agency  seeking  help  only  with  problems  of  survivalo  They  were  interested  only 
in  the  extent  to  which  we  could  provide  them  money  for  food,  clothing  and 
sheltero  In  some  instances  it  was  clear  that  the  requests  for  a lump  sum  of 
money  were  closely  related  to  the  current  cost  of  a cap  of  narcotics o How- 
ever, well  over  half  of  the  addicts  seemed  to  be  interested  in  more  than 
tangible  help^  One  man  sought  help  only  with  personal  adjustment  problems « 
Thirteen  men  actually  sought  help  with  both  material  and  interpersonal 
problems.  Only  five  men  specifically  requested  help  vri.th  their  addiction 
problem  as  such. 

It  was  our  impression  that  thirteen  of  the  twenty  were  genuinely 
requesting  assistance  in  bringing  about  a broad  change  in  their  mode  of  social 
functioning.  On  the  other  hand,  seven  seemed  to  be  quite  satisfied  vd.th  main- 
taining the  status  quo.  Only  seven  of  the  thirteen  seemed  to  have  any 
sustained  hope  of  bringing  about  a major  change. 

In  relation  to  their  histories  of  impaired  social  functioning, 
twelve  of  the  twenty  men  were  not  able  to  perceive  their  own  role  and 
responsibility  in  their  failure  to  adjust.  They  tended  to  project  blame  and 
responsibility  outside  of  themselves.  On  the  other  hand,  eight  of  the  men 
were  able  to  see  more  clearly  the  nature  of  their  responsibility  for  problems 
and  they  were  apparently  more  ready  to  participate  in  the  problem  solving 
process.  Similarly,  it  appeared  that  only  seven  expressed  a good  deal  of 
discomfort  with  their  general  situation  and  so  were  rather  more  anxious  for 
change. 


(1)  Lillian  Ripple,  ’'The  Motivation,  Capacity  and  Opportunity  as  Related  to 

the  Use  of  Casework  Services  Theoretical  Base  and  Plan 
of  Study”  - The  Social  Service  Review,  June  1955s 
VOL,  XXIX  No,  2,  University  of  Chicago  Press,  Chicago, 
(pp,  172  to  193) 

(2)  Shireman,  C,H, , Discussion  Outline,  Institute  on  ”The  Function  of 

Social  Vfork  in  Corrections”,  John  Howard  Society  of 
Ontario,  October  ISth,  19th,  1962,  (Not  published) 


Ao  Ko  Couse,  MoSoW 


77 


In  their  cumulative  experiences  with  us,  we  attempted  to  estimate 
the  degree  to  which  they  participated  on  a mutual  basis  with  the  social  worker 
assigned  to  themo  Nine  men  related  positively  to  the  social  worker  and  a 
further  man  related  well  on  at  least  one  discharge  but  this  motivation 
deteriorated  in  his  further  experiences o Eleven  men  were  able  to  organize 
their  general  activities  in  the  community,  seven  of  them  actively  on  their  own 
initiative  and  four  ^,^rith  some  direction  from  the  worker®  Ten  men  seemed  to  be 
genuinely  striving  to  solve  problems®  Eight  men  showed  a disposition  to 
plan  systematically  to  solve  their  problems®  Only  seven  were  able  to 
persevere  for  ari  appreciable  length  of  time,  one  man  improving  his  ability  to 
persevere  and  one  other  deteriorating  in  this  capacity  over  the  years® 

Eight  of  the  twenty  men  were  essentially  aggressive  in  their 
approach  to  people  and  their  problems,  vjith  twelve  displaying  a general 
passivity®  Thirteen  men  seemed  to  approach  the  agency  for  help,  people  in 
general  and  their  problems  in  a highly  manipulative  fashion®  This 
manipulative  pattern  in  nine  of  the  men  seemed  to  be  basically  destructive 
rather  than  constructive® 

In  general,  therefore,  it  is  our  judgment  that  ten  of  the  twenty 
addicts  surveyed  were  well  motivated  and  showed  a positive  drive  to  solve 
their  problems  and  change  their  situations,  although  thirteen  had  expressed  a 
desire  to  change®  One  man  showed  a decided  change  in  motivation  over  the 
years  as  his  Buerger^ s Disease  progressed® 

CAPACITY 


Reviewing  the  capacity  of  the  twenty  addicts  to  recognize  and  deal 
with  their  problems,  including  the  control  of  addiction,  it  was  necessary  to 
make  judgments  based  upon  perfomance  while  in  the  agency  service  and  also 
upon  case  histories,  some  of  which  did  not  contain  the  type  of  material 
necessary  for  this  survey® 

Physical  conditions  are  directly  related  to  capacity  and  to  the 
energy  which  people  apply  in  handling  problems®  Eight  of  the  men  surveyed  had 
histories  of  major  illnesses,  including  an  accidental  leg  amputation  as  a 
child,  a double  leg  amputation  along  with  Buerger’s  Disease,  poliomyelitis, 
epilepsy,  rheumatic  fever,  lung  abscess  and  a bowel  obstruction  which 
necessitated  extensive  surgery®  Four  of  these  same  eight  men  generally 
displayed  a lack  of  energy  at  all  times®  In  only  two  cases,  in  our  opinion, 
(the  single  leg  amputation  and  the  double  leg  amputation)  was  the  basic 
physical  capacity  reduced  on  a long  term  basis® 

It  is  interesting  to  note  also  that  six  of  the  twenty  men  had  a 
history  of  stomach  ulcers® 

In  only  one  case  had  there  been  a committal  to  a mental  hospital 
and  we  believe  that  this  was  a voluntary  admission  around  the  narcotic 
problem® 


From  the  point  of  view  of  intelligence,  work  skills  and  education, 
it  is  our  impression  that  these  criminal  addicts  had  as  much,  if  not 
greater,  basic  capacity  than  the  general  inmate  population,  Fran 
institutional  reports  and  from  interview  reactions  we  formed  the  opinion  that 
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there  was  no  serious  lack  of  intellectual  capacity  in  the  groupo  Only  two  men, 
for  example,  showed  difficulty  seeing  cause  and  effect  relationships, 
following  a train  of  thought  or  in  understanding  verbal  communication » 

Although  eight  of  the  men  h-ad  completed  Grade  8 education  or  less, 
these  addicts  in  general  had  completed  more  formal  education  than  most 
criminal  offenders o Their  work  skills  were  not  significantly  different  than 
other  criminal  offenders  who  had  been  studied,  although  a slightly  greater 
percentage  had  developed  clerical  skills « The  important  thing  to  note, 
where  capacity  is  concerned,  was  the  fact  that  twelve  of  the  twenty  had  not 
developed  skills  beyond  those  of  general  labouring  even  though  all  were  at 
least  thirty-two  years  of  age  when  last  receiving  our  after-care  services® 

It  must  be  noted  also  that  the  group  surveyed  were  probably 
chronologically  more  mature  than  a general  cross  section  of  inmates®  This,  on 
the  one  hand,  would  have  an  impact  upon  capacity  to  make  new  adjustments  but 
on  the  other  hand  placed  some  of  the  group  in  an  age  category  where  an 
abatement  of  criminal  behaviour  is  more  likely  to  be  observed® 

Admittedly,  it  is  difficult  to  gauge  the  effect  of  imprisonment  on 
any  individual  but  it  is  impossible  to  ignore  the  potential  for  impairment 
of  social  functioning  found  in  the  norms,  controls  and  values  of  the  inmate 
social  system®  The  group  of  men  considered  here  with  one  exception  were 
involved  in  criminal  behaviour  before  becoming  addicted  to  narcotics®  Insofar 
as  patterns  of  criminal  behaviour  can  be  determined,  the  pre-addiction 
criminal  behaviour  of  these  men  seemed  to  follow  fairly  well  established 
lines  of  expression®  They  had  extensive  criminal  histories,  with  an  average 
of  twelve  dispositions  from  court  per  man®  They  had  been  exposed  to 
penitentiaries  on  an  average  of  four  times  per  man  and  to  reformatories  and 
other  provincial  penal  institutions  on  a slightly  lower  average  nimber  of 
occasions  o 


It  is  just  as  difficult  to  determine  the  influence  on  capacity  of 
specific  treatment  experiences  in  penal  institutions®  It  is  important, 
however,  to  note  that  over  half  of  the  men  had  received  no  specific  treat- 
ment experiences  while  in  institutions® 

Some  of  the  data  on  the  narcotic  addiction  background  has  been 
provided  in  advance  to  you®  In  the  cases  of  fifteen  men,  there  had  been  a 
history  of  narcotic  use  over  a span  of  more  than  ten  years  and  in  seven  men 
during  periods  of  over  twenty  years®  Notwithstanding  time  in  prison,  which 
was  probably  drug  free,  these  periods  of  exposure  to  narcotics  were  quite 
extensive  and  must  have  had  an  influence  on  capacity  to  change.  As  the 
data  also  indicate,  there  was  the  additional  possibility  of  addiction  to 
alcohol,  or  at  least  its  excessive  use  in  sixteen  men  as  a substitute, 
before  or  during  the  span  of  narcotic  addiction® 

We  can  speculate  further  about  the  impairment  in  capacity  inherent 
in  the  associations,  after  imprisonment,  necessary  to  maintain  one^s  narcotic 
habit  and  the  general  influence  of  the  addict  subculture®  Close  links  with 
female  addicts,  either  friends,  or  vd.ves  or  prostitutes,  in  at  least 
thirteen  cases  must  have  had  important  implications  for  potential  change® 

At  least  five  of  the  addicts  were  known  to  have  '^pushed**  drugs  at  one  time 
or  another  to  be  closer  to  the  supply,  which  provided  a sharpening  of 
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criminal  capacity  rather  than  a development  of  productive  capacityo 

On  the  other  hand,  as  can  be  seen  by  the  data  already  presented,  we 
were  able  to  confirm  a capacity  for  periods  of  abstention  from  narcotics  in 
fourteen  individuals  in  the  group.  Some  of  these  periods  of  abstention  were 
quite  extensive. 

When  it  came  to  actually  solving  day-to-day  problems  in  a relation- 
ship with  a social  worker,  we  found  the  most  positive  capacity  to  use  such  a 
relationship  in  six  men.  Five  men  had  some  difficulty  and  nine  appeared 
unable  to  use  such  a helping  relationship. 

In  the  solving  of  specific  problems,  five  men  seemed  unable  to  take 
any  responsibility  for  solution,  four  characteristically  resisted  taking 
responsibility  and  seven  participated  on  a shared  basis.  Four  participated 
but  seemed  ultimately  to  dump  their  problems  on  the  social  worker »s  lap. 

In  past  and  current  situations,  fourteen  of  the  men  functioned 
poorly  in  situations  of  stress.  Three  functioned  somewhat  better  and  three 
functioned  very  well.  It  was  felt  that  the  general  defense  structures  of 
four  men  were  constructive  and  in  eleven  of  the  men  essentially  destructive. 
The  remaining  five  men  had  a mixture  of  constructive  and  destructive 
defenses. 


Specific  impairment  in  capacity  was  apparent  around  the  problem  of 
authority  and  dependency.  Sixteen  men  continually  exhibited  dependent 
reactions  which  handicapped  their  adjustment.  Fourteen  men  had  developed 
problems  in  their  attitudes  to  limits,  controls  and  authority  figures.,  which 
decidedly  interfered  xirith  their  capacity  to  deal  with  their  problems, 

OPPORTUNITY 


Limits  on  opportunities  for  ex-inmates  to  become  productive 
citizens  are  well  known.  The  social  stigma  and  similar  limits  apply  as  well 
to  criminal  addicts  and  if  anything  are  even  more  intensified.  There  would 
appear  to  be  a greater  public  fear,  lack  of  understanding  and  pessimism 
about  the  narcotic  addict.  This  seems  to  close  many  of  the  doors  of 
opportunity  essential  to  test  actual  or  potential  capacities. 

Surprisingly,  the  addicts  surveyed  had  comparatively  good 
opportunities  to  attempt  reassimilation.  Seven  of  the  men  still  had  ties 
with  their  natural  families,  in  spite  of  their  long  criminal  narcotic 
histories.  They  also  had  relatively  strong  ties  in  the  community.  Fifteen 
men  had  close  relationships  with  wives,  sisters,  mothers  or  friends  in  the 
community.  Granted  that  some  of  these  relationships  inhibited  opportunities 
and  presented  obstacles  to  readjustment,  they  did  provide  a source  of 
acceptance  by  people  close  to  the  addicts. 

Looking  more  closely  at  these  relationships  it  was  our  opinion 
that  in  only  six  cases  were  the  close  relations  generally  supportive.  In 
the  other  nine  cases  these  relationships  were  either  continual  or  sporadic 
sources  of  stress. 
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The  agency  offered  extensive  material  support  for  food  and  housing 
in  roughly  one  quarter  of  the  cases.,  The  majority  of  men  successfully  met 
long-term  survival  needs  themselves  from  other  sources j such  as  relatives  and 
Public  Welfare  Departments » 

Twelve  of  the  men  had  opportunities  for  jobs  from  time  to  time  and 
generally  these  were  xvLthin  their  capacity  to  handle o Only  one  man  availed 
himself  of  spiritual  coimsellingo  Five  men  had  opportunities  for  organized 
recreation  programs « Adequate  medical  care  for  serious  illnesses  was 
available  for  the  six  individuals  who  required  this  care®  Five  men  used 
out-patient  psychiatric  services  in  the  community  during  their  contacts  with 
this  agency. 

The  Toronto  Office  of  the  John  Howard  Society  of  Ontario  provided 
specific  opportunities  to  the  group  to  assist  in  their  reassimilation 
through  the  services  of  social  workers. 

Eighteen  men  had  been  exposed  to  our  pre-release  preparatory 
services  in  the  institutions  on  at  least  one  occasion.  The  average  number  of 
separate  after-care  experiences  in  the  Toronto  Office  for  this  group  was 
slightly  less  than  three  per  man. 

Twelve  of  the  men  had  been  subject  to  intensive  follow  up,  where 
there  was  a dafinite  attempt  to  reach  out  to  the  addict  and  to  involve  him 
in  visits  to  his  home  and  his  job.  In  nine  of  the  cases,  we  were  able  to 
work  with  relatives  of  the  addict  and  in  ten  of  the  cases  with  employers  and 
other  collaterals  who  were  important  in  his  general  adjustment.  The 
remainder  of  the  eight  men  were  seen  in  more  routine  service,  in  office 
centred  interviews.  This  was  usually  because  they  resisted  any  other  kind 
of  contact. 


Four  of  the  twenty  men  had  been  released  on  parole  and  the  rest 
were  released  as  free  men,  coming  into  service  voluntarily  at  the  completion 
of  sentences.  One  of  the  four  parolees  is  on  parole  for  the  rest  of  his 
life  under  our  supervision.  One  of  the  men  served,  originally  as  a free 
man,  has  since  been  released  on  a life  parole  to  another  community. 

Six  of  the  twenty  men  had  wives  who  were  addicted  and  could  not 
remain  addiction  free  or  who  returned  to  narcotics  after  a period  of 
abstention.  In  other  words,  not  sufficient  change  occurred  in  wives  to 
support  a modification  of  the  husband ^s  pattern  of  functioning.  In  one 
instance,  intensive  work  was  done  with  a man  and  his  wife,  who  were  both 
addicts,  and  both  abstained  for  a period  of  eighteen  months. 

In  general,  therefore,  the  agency  provided  opportunities  for  all 
twenty  men  to  modify  environmental  pressures.  In  eight  of  the  cases,  it 
was  our  opinion  that  we  provided  opportunity  to  work  on  problems  of  a 
psycho-social  nature. 

The  findings  of  the  present  survey  seem  to  indicate  a need  to 
examine  more  closely  and  rigorously  our  experiences  with  criminal  addicts 
after  release.  Experience  with  twenty  individuals  cannot  provide  more  than 
impressions.  It  is  important  to  recognize  that  sixteen  of  the  group 
studied  apparently  became  addicted  to  narcotics  after  their  mid-twenties. 
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We  began  work  with  them  in  a majority  of  cases  at  a still  later  period  in  their 
lives o No  doubt  this  group  coped  with  their  problems  in  a different  way  than 
might  be  expected  in  the  younger  criminal  addict  groupo  In  the  older  group 
there  was  perhaps  a lessening  of  capacity  to  stand  the  pace  that  must  be 
maintained  to  obtain  illegal  supplies  of  narcotics » 

It  was  apparent,  however,  that  half  of  the  tw'enty  men  displayed  a 
dissatisfaction  with  their  mode  of  adjustment  and  a good  deal  of  interest  in 
doing  something  about  themselves o They  demonstrated  a capacity  to  live 
productively  for  substantial  periods  of  time  without  using  narcotics,  inso- 
far as  we  vrere  able  to  determine. 

The  experience  re-emphasizes  what  has  been  said  before  many  times  - 
that  there  is  a need  for  extended  periods  of  professional  after-care  service 
in  conjunction  with  any  program  for  criminal  narcotic  addicts  whether  this 
is  a penal  or  clinical  handling  of  the  problem.  Our  experience'  would  also 
seem  to  indicate  that  this  kind  of  after-care  in  the  community  would  be  more 
effective  if  it  had  elements  of  control  in  it,  such  as  a release  under 
parole  supervision. 


DISCUSSION  PERIOD  - Morning  of  Saturday,  February  23. 


Initiated  by; 

Wo  Eo  Boothroyd,  MoD,, 
Sunnybrook  Hospital,. 
Toronto,  Ontario » 


Yesterday  we  xirere  concerned  with  many  definitions  and  finding  out 
the  varied  attitudes  towards  this  social  problem  of  addiction  and  the  various 
ways  addiction  and  addicts  can  be  looked  at  and  considered o I think  we 
demonstrated  pretty  convincingly  two  things; 

(1)  We  cannot  really  generalize  about  addicts o We  can  state  that 
some  addicts  do  this  - but  not  all  addicts o Of  some  the 
opposite  could  be  said.  We  discovered  that  statistics  can  be 
quoted  to  prove  almost  any  point , Figures  don^lie  but  they 
don^t  tell  the  whole  trutho 

(2)  We  discovered  that  we  just  don^t  know  the  cause  or  the  course 
or  the  outcome  or  the  cure  for  this  total  problem  of  drug 
addictiono  We  are  not  sure  if  an  addict  is  a sinner  to  be 
saved,  a sick  man  to  be  healed  or  an  offender  to  be  punished o 
We  have  begun  to  realize  that  he  may  in  some  sense  be  all  of 
these*  This,  then,  makes  us  feel  that  this  shouldn't  be  a 

no  man^s  land  but  in  a sense  should  be  every  man^s  land 
where  we  all  have  a part  to  play* 

To-day,  two  speakers  have  revealed  to  us  possible  programs  of 
action*  It  is  of  interest  that  neither  of  these  speakers  is  a doctor  and  I 
think  it  is  significant  that  action  to  date  is  being  taken  by  non-medical 
people*  Both  of  these  papers  had  to  do  ■with  experiments  that  have  been 
undertaken  and  the  speakers  have  reported  on  them*  In  response  to  one  of  the 
questions  that  came  up  several  times  yesterday,  ‘'v/hat  does  treatment  consist 
of”,  Mr*  Flint  said;  ”to  minister  to  and  attempt  to  help”*  Mr,  Couse  said; 
”an  offer  of  a shared  relationship  within  which  problem  solving  may  be 
exercised”*  I think  these  are  fair  responses  on  the  part  of  non-medical 
people  as  to  v/hat  their  role  in  treatment  may  be*  These  are  the  answers  of 
a clergyman  who  is  a group  therapist,  and  of  a social  worker.  It  would 
appear  that  the  doctor^ s traditional  role  with  regard  to  psycho-therapy  and 
drug  therapy  may  be  - so  far  at  least  - somewhat  less  important  than  the 
role  of  non-medical  treatment  people* 

One  of  the  papers  had  to  do  ivith  action  vjithin  an  institution* 

The  other  reported  on  action  outside  the  institution*  It  would  appear  that 
treatment  must  go  on  in  both  places.  In  fact,  it  is  only  sensible  to 
recognize  that  addicts  must  be  treated  where  they  are  found,  either  inside 
or  outside  an  institution,  at  a given  moment,  and  with  whatever  motivation 
they  present.  It  does  little  good  to  decry  the  degree  or  type  of 
motivation  - we  have  to  get  on  with  what  there  is.  We  have  had  this 
morning  a demonstration  of  research  in  action  and  vre  can  find  some  clues 
from  what  the  speakers  have  told  us  about  treatment. 

The  first  hint  arising  from  these  reports  is  that  addicts  have  an 
abnormal, degree  of  dependence  on  something  - it  may  be  on  drugs,  it  may  be 
on  the  group  or  the  culture  of  which  they  are  a member,  it  may  be  on  the 


83 


W,  Eo  Boothroyd,  MoD 


84 


therapist  who  tries  to  help  them,  ¥e  have  got  to  look  at  these  people  as  being 
dependent,  abnormally  soo  I think  that  psycho^dynamically  speaking,  this  is  an 
important  part  of  their  problem » They  are  romantic,  hedonistic  people, 
adhering  to  the  pleasure  principle  rather  than  the  reality  principle®  They 
have  little  in  the  way  of  strength  or  resistance  to  difficulty,  they  have  poor 
tolerance  for  pain®  This  is  the  sort  of  person  the  drug  addict  is®  With 
regard  to  these  facets  of  their  personality  generally,  the  treatment  program, 
whatever  it  is  going  to  be,  must  be  constructed® 

A second  hint  is  that  if  we  are  going  to  get  anywhere  with  treatment, 
it  is  important  that  we  have  faith  in  the  addict®  This  is  an  absolute 
requisite,  however  much  it  is  undeserved  and  however  often  we  are  going  to  be 
disappointed.  Like  everyone  else,  children  and  grown-ups,  the  addict  cannot  be 
trusted  until  someone  trusts  him  and  many,  but  not  all,  even  then®  This  is 
another  part  we  have  to  take  into  account  if  we  ourselves  are  going  to  be 
related  to  the  reality  principle® 

The  third  hint  is  the  necessity  of  dignity  and  responsibility  in  the 
addict *s  own  participation  in  the  program®  It  is  of  interest,  I think,  that 
as  far  as  I know  there  are  no  addicts  here  to-day®  Some  of  them  are  very 
intelligent  people  and  shouldn't  they  have  some  say  in  what  they  think  would 
be  their  right  role  in  treatment®  We  may  agree  or  disagree®  If  you  are  an 
addict  you  have  an  axe  to  grind  but  your  opinion  should  be  considered®  An 
addict  is  not  psychotic  5 a good  many  of  them  are  neurotic j they  are 
responsible  for  their  actions®  I think  they  should  share  responsibility  in 
a given  case  for  the  success  or  failure  of  their  treatment  - this  can  be  a 
powerful  incentive® 

The  fourth  hint  that  comes  with  regard  to  treatment  is  that  there 
are  certain  features  of  the  situation  which  can  be  capitalized  upon®  Vifhen 
they  are  in  an  institution  they  are  a captive  audience,  they  have  no  choice 
but  to  stay  and  treatment  can  be  foisted  upon  them  although  we  do  not  want  to 
use  that  word®  The  second  is  that  there  is  cohesion  within  this  group®  If 
and  when  some  members  of  it  embrace  a new  attitude,  there  is  a tendency  for 
t?iis  to  spread  by  contagion®  This  was  capitalized  upon  in  the  group 
experiment  that  Mr®  Flint  reported® 

The  fifth  is  that  most  drug  addicts  are  able  to  abstain  with  or 
without  help  for  varying  periods  of  time®  This  is  a great  research 
opportunity s why  do  addicts  kick  their  habit  so  often?  Even  when  the  heat 
isn^t  on  many  do®  They  seem  to  be  locked  in  an  ambivalence  - they  want  to 
be  addicts  and  they  don'^t  want  to  be  addicts®  Many  times  they  go  through 
the  tortures  of  the  damned  attempting  to  break  their  habit  themselves®  Why 
should  this  happen? 

Sixth  is  that  drug  addicts  are  as  different  from  one  another  as  are 
the  people  in  this  room®  tJhat  is  meat  for  one  is  poison  for  another®  The 
treatment  program  has  to  take  this  into  account® 

Finally,  Mr®  Couse  brought  out  the  fact  that  motivation  will  be 
affected  by  the  availability  of  help® 

The  small  part  1 have  had  in  this  program  at  Mercer  Reformatory 
has  been  salutory  and  humbling  with  regard  to  my  attempts  to  predict  the 
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outcome  of  particular  addicts^  response  to  group  therapy o I have  discovered 
rather  to  my  chagrin,  that  I was  not  able  to  predict  \\rith  any  degree  of 
success  - not  even  with  a negative  correlation  -=  those  who  were  going  to 
respond  well®  Mro  Flint  reported  that  out  of  80  girls  who  have  been  through 
this  program,  23  have  been  off  drugs  for  two  years  or  moreo  I didn^t  call 
thiso  Some  of  the  ones  I predicted  would  have  the  least  likelihood  of 
improving  are  in  fact  among  this  23..  Others  I thought  would  do  well  went 
back  to  drugs  as  soon  as  they  got  out  of  the  institutiono  I think  the 
criteria  for  prediction,  which  psychiatrists  use  in  other  illnesses,  simply 
don’t  apply  to  this  groupo  Mr»  Couse’s  figures  represent  a small  series  but 
they  are  accurate  and  may  indicate  a trend » Some  drug  addicts  can  be  helped 
Certainly  the  ones  he  selected  with  an  average  of  four  penitentiary 
sentences  behind  them  must  be  considered  to  be  some  of  the  most  severe 
drug  addicts  that  are  to  be  found  anywhere,  Mr,  Flint’s  figures  confirm 
this  but  it  requires  a tremendous  effort,  I don’t  know  if  you  realize  it 
from  reading  the  material  that  was  distributed  earlier,  that  these  girls 
got  ninety  hours  of  group  therapy  which  is  a lot  in  any  program,  each  in  a 
very  concentrated  way  and  this  was  only  a beginning. 

So  we  can  draw  two  conclusions  from  what  we  have  just  heard.  The 
first  is  that  we  do  not  yet  have  a really  good  method  of  treating  addiction 
and  more  experiments  like  these  are  necessary  before  we  are  going  to  get 
good  treatment  methods.  The  second  is  that,  although  we  cannot  yet 
identify  a satisfactory  method  of  treating  addiction,  in  the  meantime  we 
can  get  on  with  treating  addicts  and  helping  them,  with  confidence  that 
some  small  measure  of  success  will  crown  our  efforts. 
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Dr » Gibbins  asked  if  ^Ir»  Flint  had  any  data  concerning  the  post 
release  behaviour  of  a comparable  sample  (of  female  addicts)  who  did  not 
volunteer  to  expose  themselves  to  his  treatment o Cr  did  he  have  any 
data  that  would  enable  him  to  compare  the  pre-treatment  behaAriour  of  his 
san^Dle  with  their  post-treatment  behaviour® 

I^Ir®  Flint  pointed  out  that  the  experiment  he  had  described  arose 
out  of  an  earlier  program  of  rehabilitation  for  non-addicts®  He  had 
compared  the  length  of  time  between  convictions  before  and  after  and  reported 
a definite  increase  in  the  length  of  period  outside  the  institution 
follovn.ng  treatment®  It  will  take,  he  felt,  between  five  and  ten  years 
to  do  any  measuring® 

Dr®  Eveson  said  he  would  rather  have  this  program  called  an  attempt  to 
help  addicts  rather  than  an  experiment®  Sven  if  we  do  attain  some 
statistically  significant  success  relative  to  a comparable  control  group, 
the  results  are  not  necessarily  applicable  or  relevant  to  either  the  rest 
of  the  female  population  or  to  any  male  addict® 

As  a result  of  psychological  tests  at  the  Prison  for  Vfomen  of  between 
addicts  and  non-addicts,  we  have  found  certain  measurable  differences® 

It  appears  that  the  addicted  persons  have  more  creative  resources,  have 
better  control,  have  more  wish  for  treatment  than  the  non-addicted®  On 
the  other  hand  they  are  worse  behaved,  they  act  out  more  of  their  problems 
and  have  considerably  poorer  institutional  adjustment®  This  was  so  for 
certain  comparable  groups  of  30  female  addicts  and  30  female  non-addicts® 

IVhat  we  hope  to  do  this  summer  is  to  extend  this  work  to  a comparable  group 
of  males  and  we  expect  to  find  considerable  differences  in  their  pattern® 

I would  also  like  to  know  what  attempts  have  been  made  to  measure 
the  results  by  tests  independent  of  recidivism®  VJhen  we  do  undertake  any 
kind  of  therapeutic  program  there  should  be  some  measures  built  into  it 
to  assess  the  value  of  such  programs® 

Dr®  Hobbs;  t/hat  the  previous  speaker  has  said  is  not  purely  academic® 
There  are  many  examples  in  psychiatric  research  that  started  in  this  way 
and  it  is  the  only  way  it  can  be  started®  However,  once  you  are  convinced 
you*ve  got  something,  the  problem  begins®  You  no  longer  have  any 
opportunity  to  find  out  if  that  is  right  or  not®  You  are  faced  with  the 
moral  situation;-  I have  a treatment,  I think  it  is  good  and  I cannot  deny 
it  to  this  patient® 

The  beat  example  in  psychiatric  literature  is  the  insulin  coma  therapy 
for  schizophrenia®  This  was  developed  in  1936  claiming  sixty  percent 
cures®  iiany  people  used  it  in  therapy®  But  we  never  did  find  out  how 
good  insulin  coma  was®  Mo  one  had  enough  nerve  to  say  don^t  know  whether 
it  is  good  or  not”®  It  is  only  recently  when  we  have  ataractic  drugs  that 
we  have  been  able  to  compare  one  drug  with  another®  The  voluntary  aspect 
of  the  Mercer  Reformatory  experience  produces  a highly  selective  group® 

The  results  may  be  caused  by  this  voluntary  selection  and  be  quite  unrelated 
to  therapy®  I want  to  emphasize  this  danger  point® 

Dr®  Gibbins;  One  possibility  is  to  compare  the  best  available  procedure 
with  some  nev;  procedure®  If  this  is  not  possible,  the  next  best  thing 
is  to  use  patients  as  their  own  controls  - to  compare  their  behaviour  for 
a given  period  before  treatment  with  their  behaviour  during  a comparable 
period  following  treatment. 
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Dr»  La vert v;  I think  the  selection  of  patients  for  a treatment  and  V 
control  group  is  often  better  done  by  somebody  • other  than  the  therapist o I 
The  therapist  makes  judgments  about  people  which  interfere  with  the  H 

controls*  A team  is  essential  in  this  kind  of  work*  ■ 

(At  this  point,  on  request,  Rev*  Flint  reviewed  at  length  an  « 

individual  case  history  which  is  not  reproduced  here*)  1 

Dr o Scott ; The  goal  of  therapy  is  to  establish  a close,  consistent, 
trusting  relationship  with  an  individual*  Out  of  such  a relationship  S 

some  gratification  will  result  which  will  fortify  him  to  face  the  rigors  ■ 

of  everyday  existence  and  from  which  independent  action  can  be  generated* 

It  is  necessary  to  consider  an  experimental  treatment  program  as  an 
introduction  to  identification  through  an  acceptable  group  relationship* 

We  are  aware  that  identification  to  a person  who  is  afraid  is  a threatening  | 
affair*  The  group  relationship  to  my  mind  is  not  treatment  per  se*  j 

It  is  the  introduction  to  treatment*  We  might  call  it  peripheral,  supportive,, 
educational  or  didactic  therapy  but  it  is  acquainting  the  individual  with  t 
settled  emotional  evaluations*  This  is  the  beginning  which  must  be  | 

carried  on  for  years*  If  our  society  can  organize  such  treatment,  it  may 
result,  perhaps  in  ten  years,  with  these  40  people  having  a fairly  successful* 
rate  of  non-recidi-^rism  and  some  successful  identification  with  society. 

Rev*  Flint;  Every  addict  should  be  appraised  physically,  psychiatrically 
and  psychologically*  Such  records  should  be  perma.nent  and  made  available  | 
to  treatment  personnel.  This  is  the  first  step  which  should  be  taken.  * 

The  incidence  of  addiction  in  the  Mercer  Reformatory  increased  from  Tp  to  ^0% 
over  a period  of  ten  years*  This  doesn^t  mean  drug  addiction  in  Canada 
is  increasing*  These  addicts  just  move  from  one  area  to  another* 

Mr*  Gif fin;  We  hear  reports  of  the  heroin  content  of  the  capsule  going 
down*  Does  anyone  have  an3rthing  to  report  on  this? 

Dr*  Farmilo;  In  my  laboratory  we  see  many  capsules  coming  off  the 
street*  The  Narcotic  Drug  Act  does  not  require  a quantitative  analysis 
of  the  caps*  The  law  is  only  interested  in  whether  or  not  the  addict 
possesses  the  drug*  However,  we  do  have  a representative  collection  of 
heroin  seized  in  one  year  (1958)  and  we  have  done  a quantitative  evaluation* 

We  haven ^t  any  collection  since  the  R.C.M.P*  drive  to  reduce  the  availability 
of  heroin*  In  our  1958  collection  it  appears  that  the  content  of  the 
cap  varied  all  the  way  from  5%  to  75!^  heroin*  The  other  material  in 
the  cap  is  usually  lactose  and  occasionally  quinine*  In  recent  months 
we  have  seen  strange  samples  arriAring  in  Vancouver*  These  contain 
caffeine,  desomorphine  and  so  on*  These  are  known  to  have  originated 
in  the  far  East  and  this  is  the  first  time  we  have  been  able  to  pin  it 
down  to  far  Eastern  origin.  The  other  heroin  we  have  seen  previously 
from  Vancouver  has  usually  been  of  pharmaceutical  quality* 

(At  this  point,  on  request,  Mr,  Couse  reviewed  at  length  an  individual 
case  history,  which  is  not  reproduced  here*)  : 
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Mr  o Curran ; May  we  have  discussion  on  the  desirability  or  otherwise 
of  lengthy  parole  supervision o This  is  an  inportant  part  of  the  Narcotic 
Control  Acto  A convicted  addict  will  be  sentenced  to  custody  for  treatment 
for  an  indeterminate  period  and  thereafter  will  be  subject  to  the  parole 
authorities o This  means  a lengthy  period  of  supervision,  perhaps  life- 
long supervision- 

Dr-  Halliday;  First,  I would  like  to  direct  a question  to  Mr-  Flint. 
What  were  the  factors  behind  these  Mercer  people  volunteering  for  treatment 
including  the  milieu  of  previous  experience?  Was  there  any  criterion  in 
the  selection  after  they  volunteered?  Is  any  follow-up  envd.saged  in  the 
future? 

Rev-  Flint;  After  selection,  they  are  told  they  can  volunteer  if  they 
like.  If  they  have  been  selected  for  group  participation,  it  is  explained 
that  if  they  do  volunteer  they  may  still  not  be  selected,  not  because  of 
their  personal  attributes  but  because  of  the  characteristics  of  the  group- 
For  example,  if  the  girl  speaks  only  French  there  would  not  be  much  point  in 
the  group  experience-  After  the  first  afternoon  when  the  group  processes 
are  explained  to  them,  they  can  withdraw  by  telling  their  corridor  matron 
that  they  don'^t  wish  to  attend-  Other  criteria  include  native  intelligence, 
age,  educational  level,  criminal  record,  general  behaviour  in  the  unit 
(I  would  like  to  have  some  of  the  acting  out  addicts  in  the  group  but 
the  custodial  staff  have  a responsibility  and  this  has  to  be  borne  in 
mind-)  There  is  also  the  ability  to  relate  to  others  in  the  corridors 
and  to  staff,  the  ability  to  trust  themselves  in  an  open  door  setting, 
their  past  psychiatric  and  social  history  and  the  willingness  of  the 
group  leader  to  accept  them  but  I haven’t  felt  the  need  to  turn  anybody 
down-  There  has  always  been  a waiting  list- 

Dr-  Halliday;  We  have  been  looking  into  this  question  of  parole  since 
the  federal  government  decided  on  a treatment  program.  We  have  set  up  a 
project  in  Vancouver  with  about  16  addicts  who  have  been  paroled  from  the 
B-C.  penitentiary-  They  are  having  very  intensive  follow-up  care  with  a 
team  that  includes  a social  worker,  parole  officer  and  psychiatrist. 

This  has  been  going  on  for  about  six  to  eight  months-  It  is  impossible 
to  say  yet  what,  if  any,  success  has  been  achieved-  We  have  evidence 
from  the  New  York  study  that  this  can  be  an  effective  means  of  after- 
care- This  is  an  external  custody  which  is  necessary  for  many  addicts. 

Some  people  need  various  kinds  of  behavioural  or  social  controls-  The 
Lexington  people  state  that  a three-year  parole  period  would  be  wise  for 
the  majority-  This  is  part  of  the  California  program  also- 

I'lr . Curran ; I believe  parole  supervision  has  been  much  diluted  with 
caseloads  that  were  too  heavy-  In  the  New  York  situation,  one  parole 
worker  has  a caseload  of  30  which  allows  for  intensive  supervision-  The 
California  experiment  contenqslates  a caseload  of  25-  No  decision  has 
been  made  in  Ottawa  yeti  it  will  depend  on  the  recruiting  of  parole 
personnel- 

Mr.  Kirkpatrick;  Most  parole  in  Canada  has  so  far  been  done  by  after- 
care agencies  - voluntary  agencies.  This  as  far  as  addicts  are  concerned 
has  been  part  of  the  total  case  load  and  only  a part  of  it-  Only  about  12)o 
of  men  and  women  are  being  paroled  from  our  prisons  in  Canada  so  this  is 
a highly  selected  group.  This  is  about  the  same  proportion  in  fact  of 
the  case  load  of  the  after  care  agencies-  In  other  words  we  are  getting 
about  15;^  of  our  case  load  as  parolees,  the  balance  being  ‘'free  men”. 
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I would  like  to  say  that,  while  it  has  been  indicated  that  there  is  some 
thinking  in  Ottawa  that  there  should  be  a development  of  government  parole 
supervisors,  there  is  a counter-balancing  opinion,  and  it  is  being  e3q)ressed 
in  Ottawa  with  considerable  vigor,  that  perhaps  the  best  thing  to  do  is 
to  reinforce  the  community-based  aftercare  organizations  now  involved  in 
supervision. 

Mto  Curran;  At  the  last  meeting  of  the  body  concerned  with  this  matter, 
it  was  certainly  contemplated  that  one  of  the  roles  of  the  supervising 
officers  would  be  to  contact  and  enlist  the  support  of  all  community  agencies. 

Mr.  Kirkpatrick;  Some  of  the  agencies  feel  this  would  remove  them  from 
their  primary  relationship  with  the  patient.  V\/here  someone  receives  a 
dose  of  authority  by  somebody  over  there  and  a dose  of  treatment  by  someone 
else  over  here,  this  appears  to  us  to  fractionalize  the  entire  experience 
of  the  person  as  a whole  person  in  his  community . 

Dr . Scott ; The  community  is  better  protected  and  the  individual 
is.  better  protected  vdien  he  goes  back  into  the  community  under  close 
life-time  supervision.  Mr.  Curran  raised  the  point  ®is  there  a legal  right 
to  control  this  individual?”  We  all  know  the  criminal  code  quite  clearly 
codifies  acceptable  behaviour.  AJ-l  of  us  fit  into  some  standard-  of 
acceptable  behaviour.  We  are  all  legally  controlled  at  this  point  in 
our  behaviour.  It  seems  to  me  quite  reasonable  and  logical  that  the 
offending  member  of  society  should  have  sanctions. 

Miss  Haslam;  I would  like  to  raise  a question  for  Dr.  Eveson.  We 
have  been  much  impressed  at  the  inproved  attitude  in  the  women  leaving  the 
Kingston  penitentiary  particularly  during  the  last  eighteen  months  compared 
to  say  four  years  ago.  It  would  be  interesting  if  Dr.  Eveson  could  tell 
us  a little  bit  about  what  is  happening  there  that  is  creating  this  change  in 
attitude. 

Dr.  Eveson;  We  are  trying  to  get  some  kind  of  record  of  the  number 
of  people  who  are  failing  on  parole  as  against  the  number  of  people  who  are 
failing  on  release  and  the  figures  are  not  yet  conplete.  We  have  53^. of 
our  addicts  failing  under  conditions  of  parole  and  47,^  failing  on  release. 

This  raises  a problem  of  the  kind  of  supervision  that  is  being  given.  When 
somebody  fails  on  release  it  usually  means  another  conviction  under  drugs. 

If  the  parole  is  revoked  it  often  means  other  things  than  drugs  such  as 
excessive  drinking,  etc.  This  raises  the  question  of  the  kind  of  supervision 
to  be  established. 

With  reference  to  Mss  Haslam’s  question,  at  the  federal  prison  for 
women  we  are  trying  to  construct  a therapeutic  atmosphere . This  has  many 
facets,  going  beyond  the  psychological  and  psychiatric  treatment  of  the 
individual  and  involves  the  whole  atmosphere  and  the  physical  surroundings. 

We  have  these  people  a long  time.  They  come  to  us  with  two  years  or  over.  The 
program  is  not  directed  entirely  at  the  addict  but  we  have  had  up  to  70^ 
of  our  population  with  offences  related  to  addiction.  This  is  now  dropping 
a little  - it  is  down  to  50^.  We  are  therefore  very  interested  in  the  addict. 

We  are  trying  initially  to  destroy  the  influence  of  the  sub-culture 
which  I think  in  many  institutions  is  protected  in  the  environment  in  which 
they  live.  Thus  the  individual  who  has  only  limited  contact  with  his 
fellow  inmates  and  is  able  to  retire  locked  up  in  a cell  can  maintain  a 
group  friendship  and  a group  identity  which  cannot  be  maintained  under 
conditions  of  close  association.  Recognizing  that  these  are  damaged  people. 
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damaged  in  their  ability  to  undertake  inter-personal  relationships  which 
will  push  them  into  close  association,  we  find  they  tend  to  break  up  and 
cannot  operate  in  a group.  We  are  trying  to  do  this  intentionally 2 
wherever  we  see  some  group  identity  being  created  we  try  to  break  it  up 
by  moving  people  to  different  parts  of  the  building. 

This  makes  for  a very  tense  kind  of  living,  very  difficult  for 
staff,  with  a high  proportion  of  aggressive  behaviour  and  when  somebody 
finally  comes  to  the  vacuum  which  we  are  creating,  the  only  people  they 
are  then  able  to  rely  on  are  members  of  the  treatment  organization 
and  we  are  ready  to  receive  them.  VJhen  somebody  finally  comes  and  says  *•! 
can*t  stand  these  people  any  more,”  this  is  the  point  where  we  try  to 
swing  in.  Swinging  in  means  undertaking  any  kind  of  therapy  that  is 
available  or  that  we  think  necessary.  It  may  be  on  the  basis  of 
individual  counselling.  It  is  associated  also  with  the  physical  surroundings 
in  a new  and  more  comfortable  area,  living  with  no  bars  or  doors,  each 
with  individual  rooms.  It  opens  them  up  for  possibilities  of  education, 
full-time  business  courses  and  this  kind  of  thing.  Heavy  psychiatric 
involvement  is  possible  under  these  conditions.  We  try  to  break  through 
and  destroy  the  person’s  personality  balance.  They  have  already  isolated 
themselves  from  the  subculture  group  and  we  try  to  replace  it  with  a 
system  of  values  which  are  more  appropriate  to  the  outside  world  in 
general. 


These  ideas  are  still  progressing,  they  are  still  in  the  process 
of  revision  and  I don’t  want  to  say  too  much  about  this  at  this  point. 

It  is  a developing  system,  I'Jhat  we  are  trying  to  do  is  to  destroy  the 
crininal  group  influence.  I admit  that  this  makes  it  difficult  for 
custodial  staff  because  of  the  heightened  tension.  By  pushing  the 
inmates  together  we  really  let  them  know  what  each  is  like.  We  push 
them  together  by  opening  up  the  cells.  The  cells  close  at  11  at  night. 

They  are  in  association  all  day.  VJe  resist  very  strongly  any  attempt  by 
any  individual  to  get  away  from  this  pressure.  We  get  frequent  requests 
to  ”put  me  into  dissociation  - I want  to  get  away.”  V/e  try  to  resist  this. 

In  this  area  there  are  100  cells,  divided  into  rows  of  25  each. 
They  can  get  together,  talk  together  and  get  to  know  each  other.  In 
our  experience  it  has  been  destructive  of  the  sub-culture.  This  may 
have  something  to  do  with  females  and  nothing  to  do  with  inmates. 

I don’t  believe  women  relate  v;ell  in  a group.  It  might  not  work  with 
males.  We  don’t  know  how  well  it  is  working  at  the  moment.  But  at  the 
present  we  are  quite  pleased  with  the  results.  We  are  forcing  motivation 
for  treatment. 


Hr,  Curran  asked  if  the  addicts  in  the  prison  were  segregated 
from  others.  The  answer  was  "no”. 

Dr,  Hobbs  asked  if  this  was  based  on  the  premise  that 
psychiatry  can  perhaps  do  something  for  someone  acting  out  against 
society  only  if  given  a situation  where  the  patient  becomes  very,  very 
anxious.  He  compared  this  with  the  doctor  who  tells  a patient  with  a 
common  cold  to  sit  by  an  open  vdndov;:  then,  when  the  patient  complains 
that  this  will  give  him  pneumonia,  the  doctor  says;  ”yes,  but  we  can 
treat  pneumonia". 
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Dr*  Bell  commented  on  Rev*  Flint’s  90  hours  of  treatment.  He 
believed  that  many  people  like  Rev.  Flint’s  patients  had  been  hurt  so 
much  as  children  that  there  was  no  hope  that  they  would  ever  trust  any 
human  being.  It  was  important  in  the  group  situation  to  have  someone 
who  would  reassure  them  about  contacts  with  someone  other  than  those  they 
met  in  the  sub-culture.  It  was  hopeful  that  90  hours  of  group  treatment 
might  have  some  effect  on  a person  who  in  many  cases  would  have  had  twenty 
years  of  brutality  at  the  hands  of  most  people.  The  person  undertaking 
this  kind  of  group  treatment  mast  himself  be  a warm  person  who  can  easily 
relate  to  someone  with  this  kind  of  problem, 

Mr,  Kirkpatrick;  It’s  not  only  the  addict  who  comes  from  this 
kind  of  background  but  also  people  who  are  in  criminal  behaviour  generally. 

Dr.  Bell;  Our  attitude  towards  both  the  addict  and  the  criminal 
are  such  as  to  reinforce  his  distrust.  If  we  carry  on  with  the  traditional 
approach  we  can  only  reinforce  the  damage  that  is  already  being  done. 

(The  chairman  suggested  that  the  meeting  come  back  to  PIr,  Curran’s 
question  as  to  their  views  about  the  proposals  in  Part  Two  of  the  Narcotic 
Control  Act.  He  asked  Mr,  Curran  to  bring  it  forward  again.) 

I'ir.  Curran;  This  thing  really  falls  into  two  parts: 

(1)  Sentencing  into  custody  for  treatment  for  an  indeterminate 
period. 

(2)  Making  them  subject  to  continued  supervision  after  release. 

It  should  be  noted  that  indeterminate  period  doesn’t  necessarily 
mean  a lengthy  period  but  simply  whatever  period  is  required  in  the  opinion 
of  the  institutional  authorities,  which  would  be  virtually  the  medical  team. 

(There  ensued  a lengthy  discussion  on  parole  procedures  relating  to 
all  offences  not  just  addiction-related  offences.  There  is  a distinction 
to  be  made  between  on  the  one  hand  the  re-conviction  and  re-sentencing 
of  persons  whose  parole  had  e:xpired,  and  on  the  other  hand  the  revocation 
or  forfeiture  of  parole.) 

Mr.  Kirkpatrick  said  that  approximately  (average  over  several 
years)  of  parolees  xvould  have  their  parole  revoked  or  forfeited 
(although  in  the  most  recent  year  reported  it  had  been  higher.)  Parolees 
are  usually  in  the  care  of  workers  from  a private  agency  who  have  no 
legal  authority  as  peace  officers.  An  accumulation  of  factors  might  lead 
the  worker  to  report  the  matter  to  the  parole  authorities  who  in  turn 
would  have  to  decide  whether  to  revoke  his  parole  or  not. 

Mr.  Couse;  There  is  the  capacity  in  here  to  require  the  parolee 
to  take  treatment  of  some  sort. 

Mr.  Curran  raised  the  point  that  ordinary  parole  is  related  to  a 
definite  sentence,  the  balance  of  which  a parolee  may  be  required  to  serve  it 
he  breaks  the  condition  of  his  parole;  whereas  Part  Two  of  the  Narcotic 
Control  Act  envisaged  a different  type  of  thing,  relating  to  an  indefinite 
period. 
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]yir  o Kirkpatrick  pointed  out  that  dangerous  sexual  offenders  and 
habitual  criminals  are  also  in  effect  subject  to  life  parole;  so  the 
proposal  here  is  that  addicts  too  be  subject  to  life  parole*  This  does 
not  mean  that  the  conditions  of  parole  are  maintained  equally  throughout 
the  entire  period  of  parole*  These  can  be  relaxed  and  changed  to  the 
point  that  a man  may  not  necessarily  have  to  keep  in  contact  even  as  often 
as  twice  a year  and  that  possibly  by  letter*  A life  parole  situation  does 
not  necessarily  mean  anjd:hing  other  than  the  treatment  situation  demands* 

Though  I do  not  agree  with  the  Act  itself  the  experience  under  the 
Habitual  Offenders  Act  has  been  good  as  far  as  the  record  of  parolees  is 
concerned*  You  may  modify  and  change  conditions  as  the  situation  warrants* 

I would  not  oppose  the  idea  of  life  parole,  in  certain  circumstances,  with 
the  understanding,  hov/ever,  that  conditions  can  be  varied,  can  be 
relaxed  and  that  you  do  have  a measure  of  social  control* 

Rev*  Flint  (commenting  on  the,  questions  raised  earlier  by  Dr*  Bell): 

In  the  reformatories  we  only  have  these  girls  for  six  months*  Most  of  the 
sentences  are  shorter*  We  really  don*t  know  what  we  mean  by  treatment  at 
the  presept  time*  I think  there  is  a danger  in  long  prison  terms,  a danger 
of  making  someone  into  an  institutionalized  person  who  is  disrupted  in  the 
ability  to  form  any  true  relationship  in  open  society*  I^fhen  we  talk  about 
parole  we  talk  about  parole  and  supervision  and  there  is  inherent  in  parole 
a mutual  responsibility,  both  by  the  person  who  is  given  parole  and  the 
person  who  is  working  with  him*  Often  the  person  who  goes  on  parole  feels 
that  he  is  being  watched  - that  if  he  steps  out  of  line  at  all  someone  is 
going  to  grab  him  and  put  him  back*  ViJhen  we  talk  about  very  long  parole 
I think  we  have  to  be  careful  here  because  I feel  that  many  addicts,  or 
a number  of  addicts,  are  not  going  to  need  aftercare*  They  are  going  out 
and  they  are  going  to  make  good*  And  if  we  say  that  because  they  are  an 
addict  they  must  be  supervised  for  a very  lengthy  period,  we  may  damage 
them*  On  the  other  hand,  one  of  our  problems  at  the  present  moment  is 
that  many  of  our  girls  not  only  have  short  sentences  but  that  on  conpletion 
of  their  sentences  very  little  can  be  done  or  will  be  done  with  them*  A 
period. of  mutual  responsibility  with  them  might  be  very  helpful  indeed* 

kir.  Macdonald:  Isn’t  the  key  here  that  this  is  a flexible  device? 

Mr*  Kirkpatrick;  Yes*  And  it  is  also  accompanied  by  another 
which  has  not- been  used  much  in  Canada  but  which  is  going  to  be  used  much 
more  and  that  is:  ordinary  pardon*  There  are  two  kinds  of  pardon; 

(a)  free  pardon  which  completely  expunges  your  criminal  record  (if  you 
have,  for  exaiiple,  been  found  to  have  been  improperly  convicted); 

(b)  ordinary  pardon  which  denies  the  use  of  your  criminal  record  for  all 
practical  purposes  and  releases  you  from  obligations  of  parole  if  you  are 
on  p)arole»  A further  difference  to  be  noted  is  that  ordinary  parole  is 

a contract,  where  with  life  parole  it  is  Hobson’s  Choice*  You  are  not 

really  making  a contract:  it  is  the  only  way  you  get  out*  It’s  like 

Dr*  Sturup’s  problem  at  Herstedvester : you  get  out  under  certain  conditions. 

So  therefore  I feel  that  the  use  of  parole,  over  a long  term  which  can  be 
abrogated  or  used  flexibly,  is  inportant*  If,  as  Rev*  Flint  says,  there  are 
some  people  who  don’t  need  parole,  this  will  speedily  be  found  out.  But 
we  don’t  know  this*  Dr*  Boothroyd  indicated  in  his  study  his  real  inability  to 
predict.  We  have  no  valid  predictive  measures  today  in  the  parole  field 
that  I am  aware  of* 

Dr*  Laverty;  To  find  out  whether  length  of  parole  has  any  bearing 
on  the  matter,  a controlled  study  would  have  to  be  tried* 


94 


Mr,  Kirkpatrick;  It  is  apparent  to  us  that  the  man  who  does 
not  have  the  controls  of  parole  can  come  and  satisfy  his  relatively 
superficial  needs  and  having  done  this  break  contact.  One  of  our  problems 
is  to  develop  techniques  in  our  workers  for  utilizing  brief  contact  but 
we  find  that,  with  the  controls  of  parole,  we  are  able  to  have  the  patient 
in  contact  long  enough  that  he  doesn’t  discharge  himself  before  we  have 
got  at  many  of  his  basic  problems.  It  is  unanimously  felt  by  the  after- 
care societies  that  the  controls  of  parole  are  helpful  with  this  kind  of 
person  in  matters  of  social  reintegration  or  integration. 

Dr,  Scott;  In  my  experience  in  dealing  with  the  sexual  offender 
and  the  habitual  criminal  offender  the  indefinite  sentence  places  the 
offender  in  a position  where  he  must  cooperate.  He  becomes  therapeutically 
oriented  and  he  knows  that  he  can  get  out  only  if  he  gets  better.  He  may 
try  to  manipulate  but  generally,  over  the  long  pull  of  two  years’  therapy, 
he  has  to  absorb  and  he  has  to  improve  because  he  identifies.  In  my  mind 
the  indefinite  sentence  definitely  improves  the  therapeutic  possibilities 
in  the  institution  and  it  also  puts  the  offender  in  a better  frame  of 
mind  to  go  out,  knowing  that  he  can  only  get  out  on  the  o,k,  of  somebody 
who  says  he  is  well  enough  to  go  out. 

Dr,  Armstrong;  The  doctor’s  ordinary  attitude  in  looking  at  a 
problem  of  illness  is  that  he  keeps  a person  as  long  as  he  needs  treatment. 
There  is  a fundamental  difference  in  the  attitude  of  people  doing  treatment 
and  of  those  applying  legal  processes.  Our  custom  has  been  to  sentence 
a person  to  a definite  length  of  time.  He  knows  how  long  a time  he  will  be 
obliged  to  serve.  Yet  we  say  we  are  talking  about  sick  people.  If  a man 
is  sick  he  needs  treatment  for  as  long  as  he  is  ill.  Now  if  we  accept 
the  principle  at  all  that  we  are  going  to  force  this  man  to  be  exposed  to 
a situation  for  treatment  then  presumably  we  should  apply  that  for  a long 
as  necessary  and  in  such  a way  we  believe  will  bring  about  this  recovery, 

I recall  the  oft-quoted  example  Darrow  used  when  he  was  defending  Loeb  and 
Leopold,  He  said  that  if  the  law  were  called  upon  to  deal  with  a patient 
with  typhoid  he  would  be  sentenced  to  30  days.  If  the  man’s  typhoid  were 
recovered  in  somewhat  less  than  30  days,  he  would  still  have  to  remain  in 
bed  to  serve  his  sentence.  If  the  30  days  were  up  and  he  was  still- full 
of  typhoid  germs  he  would  be  turned  loose  on  society  and  let  the  disease 
carry  to  wherever  it  would.  This  is  a difference  we  have  to  get  over  as 
we  look  at  these  problems  that  overlap  in  these  fields  in  medicine  and 
custodial  or  legal  difficulties.  This  type  of  legislation  brings  us  a 
step  along  the  way  of  trying  to  solve  that  difficulty.  There  may  be 
objections  in  detail  but  I think  in  principle  this  is  the  sort  of  thing  we 
have  been  wanting. 

The  chairman  called  to  mind  the  efforts  made  by  the  medical-legal 
society  recently  to  be  somewhat  similar  legislation  provided  for  alcoholics  - 
efforts  which  have  not  succeeded, 

Mr,  Kirkpatrick;  I wouldn’t  want  it  thought  at  this  time  that  I 
personally  was  advocating  a general  use  of  indefinite  sentence  for  any 
and  all  purposes,  Vi/here  you  are  creating  medical  correction  centres  and 
planning  diagnostic  intake  and  hopefully  predictive  release,  this  is  one 
thing:  but  I think  the  analogy  can  break  down. 
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Pro  Armstrong:;  In  other  words  incarceration  and  control  are  not 
treatment  in  themselves s they  are  just  a means  of  facilitating  or  providing 
an  opportunity  for  treatment. 

Mr,  Ivirkpatrick;  I consider  custody  is  part  of  treatment  and 
that  the  custody  may  be  behind  walls  or  it  may  be  in  an  open  institution. 
This  is  a matter  of  degree  but  still  part  of  treatment  and  part  of  milieu. 

Dr « Armstrong ; Surely  only  to  the  extent  that  putting  a person 
in  hospital  is  part  of  treatment.  If  we  don*t  do  something  with  him  after 
we  get  him  there  we  might  just  as  well  leave  him  at  home. 

Dr.  Ettinger;  If  the  legislative  provisions  go  into  effect,  the 
young  man  of  whom  Mr.  Couse  spoke  would  not  be  able  to  go  to  Lexington 
for  treatment;  he  would  be  restricted  in  his  orbit  to  Canada. 

liT.  Curran;  I think  that  an  examination  of  these  provisions 
will  sho^^^  that  the  purpose  involved  is  not  entirely  punitive;  in  fact 
the  punitive  aspects  are  very  much  subordinated.  The  indeterminate 
sentence  is  largely  to  protect  the  individual  himself  and  to  provide  ample 
opportunity  in  which  some  form  of  treatment  and  rehabilitation  can  be 
carried  out,  not  only  in  his  own  interests  but  also  in  the  interest 
of  society.  There  is  no  question  here  of  paying  his  debt  to  society. 

The  chairman  pointed  out  that  under  present  legislation  the 
addict  was  still  paying  a debt  to  society  simply  for  having  a dangerous 
drug  in  his  possession, 

Mr.  Curran  pointed  out  that  under  the  as  yet  unproclaimed 
new  legislation  this  would  no  longer  be  so. 


NARCOTIC  ADDICTION  COMFEREt.'CE  - Niagara  Falls,  Ontario,  Feb.  21-24,  1963 
Saturday  Afternoon  Session 


EXPERIENCE  IVITH  CANADIAN  ADDICTS  IN  TREATI-SFT  IN  BRITAIN 

Lady  Isabella  ho  Frankau,  MoDo, 
London,  England 


The  drug  addict  must  be  regarded  as  a patient  who  is  in  need  of 
medical  treatment,  and  since  his  illness  involves  his  total  personality, 
treatment  must  be  both  somatic  and  psychotherapeutic » I put  forward  no 
claim  for  cure  nor  recovery  in  any  of  the  addict  patients  I have  treated 
during  the  past  years,  but  of  these  patients  all  of  whom  had  for  years 
been  a menace  to  themselves  and  their  families,  nearly  50>^  are  now  either 
free  from  dependence  on  drugs  or  are  using  a carefully  controlled  amount 
of  heroin,  morphine  or  cocaine,  doing  a steady  job,  and  preparing  to 
make  the  decision  to  face  life  without  the  aid  of  drugs o 

In  treating  addict  patients,  it  rapidly  became  evident  that  the 
method  ^^rhich  had  proved  successful  in  treating  alcoholic  patients  — 
first  detoxication  and  the  creation  of  a sense  of  well  being,  and 
secondly,  intensive  psychotherapy  and  vitamin  therapy  — was  quite  uselesso 
A preliminary  period  of  psychotherapy  combined  with  physical  treatment  was 
essential  before  attempting  any  form  of  withdrawal  treatment » During  this 
preliminary  period,  it  was  essential  to  establish  rapport  with  the  patient, 
and  to  ascertain  — as  truthfully  as  possible  — why  he  had  sought  help. 

It  was  made  clear  that  his  cooperation  X'/as  important,  and  he  was  assured 
that  provided  he  cooperated  he  need  not  feel  insecure  about  his  adequate 
supply  of  drugs. 

In  my  British  series  of  patients  I have  had  a certain  number  — 
they  were  generally  over  30  years  of  age  — who  had  been  given  narcotics 
for  adequate  medical  reasons.  They  were  given  morphine,  omnopon  or 
pethidine,  and  for  varies  reasons  had  continued  to  obtain  a supply  of  the 
drug,  generally  legally,  but  sometimes  illegally  - after  the  original  need 
had  passed.  Only  three  Canadian  patients  belong  to  this  group,  but  their 
subsequent  history  differs  markedly  from  that  of  the  British  patients.  Two 
have  served  prison  sentences  for  illegal  possession  of  drugs,  and  the  third 
succeeded  in  evading  arrest  and  was  finally  brought  to  me  for  treatment. 

She  has  remained  free  of  dependence  on  drugs  for  over  3 years  and  has  made 
a satisfactory  adjustm.ent  to  life. 

The  second  group  of  British  patients,  from  the  higher  social, 
economic  and  intellectual  levels,  who  had  taken  drugs  for  many  years  and 
lived  an  apparently  normal  useful  life,  was  not  represented  amongst  my 
Canadian  patients.  The  two  who  in  some  ways  most  nearly  approached  this 
group  came  to  me  in  August,  I960,  and  were  stabilized  on  heroin,  and  have 
remained  steadily  on  this  dose,  and  are  working  mnderately  steadily.  They 
consider  it  an  achievement  that  they  have  never  exceeded  the  prescribed 
dose  - have  not  been  in  trouble,  and  are  working.  Eventually  they  realize 
that  they  will  have  to  consider  facing  life  v/ithout  drugs. 

The  largest  group  in  my  British  series  of  cases  had  many 
characteristics  in  comm.on  despite  certain  individual  differences.  Their 
ages  ranged  from  18  - 35  years,  many  had  broken  homes  behind  them  and 
lacked  any  sense  of  discipline  or  responsibility;  many  had  failed  to 
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develop  normal  relationships,  either  with  their  famly  or  friends,  or 
with  authority  of  any  kind  - whether  teachers  or  employers o A certain 
limited  number  retained  reasonable  ethical  and  moral  standards  apart  from 
anything  connected  with  the  drug.  I have  never  been  convinced  that  the 
so-called  “loyalty*’  which  they  all  extend  to  the  pedlar,  is  other  than 
fear  - fear  of  consequences  if  he  is  betrayed,  and  much  more  important, 
fear  that  the  source  of  illicit  supply  - when  needed  - will  never  again  be 
forthcoming « Inability  to  speak  the  truth  about  the  addiction  problem,  and 
to  state  clearly  that  for  no  valid  reason  the  normal  and  necessary  supply 
has  been  exceeded,  eventually  tends  to  spread  to  other  subjects,  and  to 
obtain  the  truth  about  anything  from  a drug  addict  requires  almost  end- 
less patience  and  understanding  and  a sense  of  humour o To  this  group 
belonged  all  my  British  and  American  patients  who  were  musicians,  artists 
and  writers. 

With  few  exceptions,  the  48  Canadian  patients  whom  I have  treated 
belonged  to  this  group.  They  are  wholly  dependent  on  an  i!Llicit  supply 
of  drugs,  and  several  of  my  patients  were  quite  definitely  part  of  the 
organization  which  handles  this  supply.  They  do  not  work,  nor  attempt 
to  find  steady  employment  because  no  employment  could  offer  sufficient 
remuneration  to  buy  the  desired  drug.  The  women  are  almost  invariably 
prostitutes,  and  the  men  petty  thieves  if  nothing  worse.  There  is  one 
very  striking  difference  in  the  attitude  of  the  Canadian  male  addict  from 
that  of  the  British  male  addict.  The  Canadian  accepts  ■without  apparent 
resentment  or  objection  the  fact  that  his  wife  or  girl  friend  becomes  a 
prostitute,  and  is  then  able  to  assist  in  the  procuring  of  drugs.  In 
fairness  to  my  Canadian  patients,  I would  add  that  to  my  knowledge  not 
one  of  these  women  has  turned  to  prostitution  rather  than  work  to  gain  a 
livelihood  since  coming  to  England.  Only  one  male  Canadian  patient  has 
attempted  to  live  on  petty  thieving.  He  was  caught  and  given  a 
conditional  discharge,  and,  in  spite  of  my  warning  to  him,  he  made 
another  attempt  and  is  now  serving  a prison  sentence. 

There  is  no  definite  type  of  personality  disorder  associated  with 
drug  addicts,  nor  is  there  any  evidence  to  suggest  that  a specific 
personality  type  predisposes  to  addiction,  but  the  addict  has  a low 
threshold  for  tolerating  discomfort,  frustration  or  psychological  pain, 
and  he  is  unable  to  tolerate  criticism. 

f The  addict  is  immature,  inadequate  and  unstable;  he  has  failed 

/ to  develop  normal  relationships  with  family  and  friends,  and  to  this  is 
added,  once  he  has  become  addicted,  a fundamental  loneliness  and  more 
complete  loss  of  self  confidence  and  self  respect  and  any  sense  of 
responsibility.  He  becomes  completely  self  centred  and  selfish,  and 

1 shows  little  emotion  except  over  his  own  problems,  which  generally  centre 
around  the  need  to  be  assured  of  an  adequate  supply  of  drugs. 

Any  psychiatric  therapy  which  offers  constructive  help  to  the 
addict  patient  must  be  based  on  an  understanding  of  the  whole  indi-vidual 
personality,  and  adjusted  to  individual  needs.  It  is  therefore 
important  to  study  the  development  of  the  personality,  the  hereditary  and 
constitutional  factors,  and  the  reaction  of  the, total  personality 
towards  the  environment. 
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In  addition  to  the  original  difficulties  and  personality  defects 
must  be  added  the  symptoms  more  directly  due  to  the  effects  - both 
physical  and  psychological  - of  the  drug,  and  in  the  Canadian  patients 
to  the  effects  of  the  necessity  to  obtain  the  drug  illegally,  and  also  to 
the  effects  of  prison  sentences. 

ky  knowledge  of  the  efforts  and  devices  to  v;hich  the  Canadian 
addict  resorts  in  his  search  for  drugs,  the  methods  employed  by  the 
law  enforcement  officers,  and  the  conditions  under  which  the  addict  is 
held  during  his  sentences,  must  necessarily  be  only  second  hand.  The 
effects  of  these  factors  on  the  personality  of  the  Canadian  addict  patients 
whom  I treated  in  Britain  were  only  too  obvious,  and  it  was  much  more 
<ii-flicult  to  enable  them  to  achieve  a sense  of  security  than  it  was 
in  the  British  patients  who  were  able  to  obtain  their  drugs  legally 
and  who  had  no  fear  of  the  police  unless  they  had  deliberately  transgressed 
the  law  by  buying  or  selling  drugs,  forging  prescriptions,  or  obtaining  drug 
from  two  different  doctors  at  the  same  time. 

The  psychiatric  treatment  which  these  patients  received  is 
based  on  the  teaching  of  the  late  Dr.  Adolf  Meyer,  i.e.  on  an  understanding 
of  the  patient *s  personality,  and  his  reaction  to  the  environment. 
Investigation  of  the  personality  indicates  the  factors  which  caused  the 
patient  to  become  addicted  to  drugs,  as  a v/ay  of  solving  his  difficulties. 
Recognition  by  the  patient  of  the  underl3dng  dynamic  factors  assists  him 
to  avoid  certain  conditions  of  stress  and  danger,  and  eventually  to 
realize  that  even  the  small  final  dose  ”just  1/2  gr,  a day"  for  which 
he  pleads  and  which  he  finds  so  hard  to  give  up,  will  most  certainly  lead 
to  further  disaster. 

Analysis  of  his  reactions  and  the  dynamic  factors  involved  help 
him  to  understand  his  difficulties  - past  and  present  - and  his  pattern 
of  behaviour  in  life  situations.  Recognition  of  abilities  and 
disabilities  enable  the  addict  to  adopt  a more  realistic  attitude  and  to 
attempt  such  adjustment  as  is  possible  - e.g.  certain  Canadian  patients 
who  had  no  profession  nor  trade  took  jobs  as  building  labourers,  hotel 
porters,  or  washing  taxis  at  night. 

It  was  made  clear  to  each  patient  that  the  aim  of  treatment  was 
to  enable  him  to  achieve  the  ability  to  deal  vn.th  his  difficulties  and 
anxieties  without  the  help  of  drugs  - not  to  free  him  from  anxieties, 
to  understand  his  limitations  and  to  tolerate  conditions  v;hich  arise 
from  frustration.  There  must  be  an  attempt  to  control  and  strengthen 
weaknesses  of  the  personality,  and  to  achieve  harmony  with  society,  by 
achieving  security,  self  respect  and  self  confidence  and  responsibility 
towards  family,  friends  and  the  community.  Security  must  be  based  on 
self  reliance  combined  with  the  ability  to  become  an  integrated  member 
of  society.  | VJhen  certain  environmental  and  other  factors  cannot  be 
modified  it  is  necessary  to  make  a reasonable  adjustment  to  life,  and  to 
the  acceptance  of  such  limited  satisfaction  as  is  possible,  and  to  deal 
constructively  v;ith  resentment  and  hostility,  especially  towards  those 
members  of  the  family  v;ho  have  finally  been  forced  to  sever  all  contact 
with  the  addict.  The  addict  patient  who  has  freed  himself  from 
dependence  on  drugs  must  be  prepared  to  accept  an  extremely  critical 
attitude  from  the  relatives  and  friends  who  cannot  easily  forget  the 
unhappiness,  disaster  and  shame  to  v;hich  he  has  exposed  them.  The 
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insight  which  he  has  gained  during  his  treatment  should  help  him  to 
understand  something  of  the  horror  with  which  so  many  people  regard 
addiction  to  drugs. 

I'fi.th  one  or  two  exceptions,  all  the  Canadian  patients  whom  I 
have  treated  came  to  me  directly  they  arrived  in  London.  It  was  made  clear 
to  them  that  the  ultimate  aim  of  treatment  was  to  free  them  from 
dependence  on  drugs,  but  that  meantime  they  would  be  given  an  adequate 
amount  of  drugs,  and  that  this  amount  would  be  the  minimum  necessary  to 
enable  them  to  work  and  support  themselves.  To  arrive  at  the  correct 
dose  was  not  easy,  because  quite  apart  from  the  inability  of  any  addict 
to  be  entirely  truthful  about  his  addiction,  there  was  the  added  difficulty 
that  most  of  them  were  somewhat  vague  about  how  much  they  had  been  taking, 
partly  because  of  the  spasmodic  nature  of  the  supplies,  and  also  because 
no  one  could  be  sure  what  amount  of  heroin  any  particular  cap  contained. 

Having  arrived  at  a rough  estimate,  the  patient  was  given  a 
prescription  for  about  half  the  amount  which  would  probably  be  needed, 
and  told  to  come  back  next  day,  or  if  he  was  sick,  to  telephone  - no 
matter  what  hour  it  was,  and  that  I would  then  see  him.  In  this  way,  the 
correct  minimum  dose  was  eventually  ascertained,  and  the  patient  stabilized 
on  this  amount.  The  conditions  under  which  drugs  would  be  prescribed 
were  made  clear.  The  prescription  must  be  cashed  on  the  date  stated,  or 
at  a later  date.  Any  alteration  of  either  date  or  the  amount  of  heroin 
would  be  regarded  as  forgery  and  promptly  referred  to  the  police  by  the 
chemist,  and  finally,  that  it  was  an  offence  to  obtain  supplies  from  two 
doctors  at  the  same  time,  or  in  different  names,  or  to  go  to  a hospital  or 
attempt  to  obtain  a supply  of  heroin  without  disclosing  that  he  was 
patient.  If  the  patient  had  really  lost  his  heroin  and  I was  not  available, 
and  he  went  to  a hospital,  the  hospital  would  ring  me  up  and  dispense 
what  I considered  necessary  to  cover  the  emergency. 

A further  point  may  be  of  interest  - as  a registered  medical 
practitioner,  I am  not  obliged  to  report  to  the  Home  Office  when  I take 
on  a new  patient,  but  I have  always  considered  it  a matter  of  courtesy  to 
do  so.  Again  there  is  no  obligation  for  a patient  who  has  begun  to  receive 
drugs  on  prescription  to  report  to  the  Home  Office,  but  I have  always  advised 
my  Canadian  patients  to  go  to  the  Home  Office  and  see  one  of  the  officials, 
and  they  have  all  done  so.  There  is,  of  course,  no  registration  of  addicts, 
but  prescriptions  for  dangerous  drugs  eventually  find  their  way  to  the 
Home  Office,  who  are  therefore  in  a position  to  know  who  is  receiving 
dangerous  drugs  and  also  what  amount  he  is  receiving.  Provided  the  addict 
does  not  break  the  law,  the  police  are  not  interested  in  his  addiction. 

Having  clarified  the  medico-legal  position  and  having  arrived  at 
the  adequate  minimal  dose,  the  Canadian  patient  was  then  advised  to  find  a 
job  and  somewhere  to  live.  This  generally  takes  about  a week  or  ten  days 
and  he  is  seen  daily  until  he  has  a settled  job  and  settled  lodging. 

After  a week,  the  position  is  reviewed  and  a preliminary  case  history  is 
taken,  and  his  psychiatric  treatment  initiated. 

Unlike  the  majority  of  the  British  addicts,  who  demand 
pentobarbital  or  barbitone,  few  of  the  Canadian  addicts  complained  of 
sleeplessness,  and  those  who  did  were  prepared  to  accept  substitutes  for 
barbiturates,  e.g.  phenergan  or  soneryl. 
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It  is  generally  believed  - quite  erroneously  - that  no  black 
market  exists  in  Britain,  and  it  was  felt  to  be  absolutely  necessary  to 
warn  the  Canadian  about  it « It  may  be  small  but  it  is  potentially 
dangerous,  and  it  is  extremely  easy  to  become  entangled  in  it  on  the 
apparently  harmless  principle  of  borrowing  and  lending  - just  to  tide 
things  over.  Another  danger  is  associating  with  certain  British  addicts 
who  are  looking  for  fresh  fields  to  conquer.  Three  Canadian  patients 
became  entangled  - two  disregarded  my  repeated  warnings,  and  went  to 
prison  - one  has  been  deported,  the  other  did  not  qualify  for  deportation  - 
and  the  third  decided  to  take  ray  advice  and  promptly  cut  adrift. 

Statements  have  been  made  in  the  press  and  elsewhere  that  the 
Canadian  addicts  have  come  to  England  to  obtain  free  drugs  legally,  and 
that  they  have  neither  the  wish  nor  the  intention  of  freeing  themselves 
from  their  addiction.  I have  found  no  evidence  to  support  these 
statements.  All  my  patients  have  to  pay  the  full  price  for  the  drugs 
which  they  obtain  on  my  prescriptions,  which  are  not  National  Health 
prescriptions.  In  comparison  with  the  prices  which  they  have  paid  on 
the  black  market  in  Canada,  they  regard  the  price  which  is  paid  to  the 
chemist  as  extremely  cheap.  The  second  part  of  these  statements,  that 
they  intend  to  go  on  using  drugs  indefinitely  is  answered  by  the  fact 
that  of  the  48  Canadian  patients  I have  treated  17  are  now  clear  of 
drugs  - 9 of  these  patients  are  from  the  series  of  Canadian  addict 
patients  who  have  come  during  the  past  2 years,  and  8 are  patients  whom 
I treated  3-4  years  ago. 

Nineteen  patients  are  under  control  and  working  steadily,  and 
all  intend  in  the  near  future  to  cut  out  drugs.  The  majority  have 
already  made  substantial  cuts,  and  at  their  own  suggestion. 

One  is  in  prison  for  petty  theft,  and  was  one  of  the  Canadians 
involved  in  selling  illegal  drugs  in  Vancouver. 

Two  have  been  deported  - after  prison  sentences  for  breaking  and 
entering  a chemist  shop  with  the  intention  of  stealing  drugs. 

Three  have  failed  to  report. 

One  died  of  acute  septicaemia. 

Four  are  still  under  ray  care  but  I regard  them  as  ultimate  losers, 
and  lastly, 

One  other  to  whose  mother  I wrote  just  before  leaving  London, 
has  replied  that  he  has  been  well  until  just  recently  but  she  fears  he 
is  slipping  back,  and  has  asked  me  to  write  to  him. 

During  the  preliminary  phase  while  the  patient  was  being 
stabilized,  kept  at  work,  given  a sense  of  security,  and  helped  to  acquire 
self  respect  and  self  confidence,  the  treatment  was  mainly  psycho- 
therapeutic, Presumably  because  of  the  regime  under  which  these 
Canadian  patients  had  lived,  this  phase  was  longer  than  in  a similar  type 
of  British  addict.  They  reacted  more  violently  to  crises,  and  at  some 
time  or  another  they  all  had  to  be  given  fentazin  or,  more  rarely, 
largactil  to  control  anxiety  and  tension.  On  the  other  hand,  they 
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quickly  became  cooperative,  and  when  they  were  heading  for  trouble  they 
came  and  discussed  their  difficulties  freely  and  franklyo 

A certain  number  found  that  the  heroin  (the  pure  heroin  as 
prescribed  in  England)  lacked  the  ’’kick”  they  needed  to  keep  them  working 
and  begged  for  a little  cocaine o I refused  this  until  I realized  that  the 
black  market  was  only  too  ready  to  provide  it,  and  I prescribed  it  on  the 
definite  understanding  that  it  would  be  cut  out  as  soon  as  possible,  and 
few  of  these  patients  - actually  four  - are  now  using  cocaine o 

Another  method  of  trying  to  obtain  cocaine  is  the  suggestion 
that  the  heroin  could  be  cut  down  more  rapidly  if  the  patient  were  given 
cocaine,  but  this  suggestion  I always  refuse  to  consider  seriously o 

I have  dismissed  the  problem  of  cocaine  rather  lightly  because 
it  has  not  been  no  troublesome  in  the  Canadian  patient  as  it  is  in  the 
British  patient®  Undoubtedly  cocaine  produces  exhilaration  and  euphoria, 
with  increased  self  confidence  and  capacity  for  work;  hence,  its  usefulness 
in  helping  the  patient  to  find  a job,  and  to  keep  his  job®  Only  a limited 
number  of  my  Canadian  patients  had  this  knowledge  imparted  to  them  by 
British  addicts,  and  of  this  number  some  were  determined  to  obtain  it 
somehow,  while  others  were  adamant  that  they  would  never  touch  cocaine 
because  they  were  afraid  of  the  symptoms,  e»g®  hallucinations,  which  might 
follow  its  use® 

Such  success  as  has  been  achieved  has  been  largely  due  to 
treating  each  patient  as  an  individual,  and  to  endeavouring  to  understand  his 
deep  rooted  personality  problems,  and  to  realize  clearly  that  withdrawal 
of  drugs  does  not  free  the  patient  from  his  psychiatric  problems.  It  is 
months  after  complete  id.thdrawal  of  drugs  before  physiological  functions 
return  to  normal,  and  removal  of  the  toxic  effects  does  not  mean  eradication 
of  the  psychological  craving®  The  basic  factors  in  the  causation  of  the 
original  narcotic  addiction,  and  also  of  a relapse  after  inadequate  treat- 
ment, or  forced  abstinence  from  drugs,  are  fundamentally  the  same®  A 
return  to  the  same  environmental  conditions,  to  old  friends  and  to  the  old 
stresses  and  disappointments  means  a return  to  dependence  on  drugs  as  the 
only  known  method  of  solving  or  shelving  his  difficulties®  V\/hile  the  patient 
is  undergoing  forced  abstinence  from  narcotics,  whether  it  be  in  prison, 
in  a nursing  home,  or  in  a mental  hospital,  or  even  when  he  has  removed 
himself  from  an  environment  where  drugs  are  available,  he  admits  freely 
that  most  if  not  all  of  the  time  he  is  thinking  of  the  time  when  he  can 
have  a fix  again®  In  London,  the  prisoner  on  discharge  has  generally 
arranged  to  be  met  by  an  addict  friend,  or  he  promptly  finds  one®  Within  a 
matter  of  two  or  three  weeks  he  is  back  again  where  he  started,  generally 
obtaining  his  supplies  for  a short  time  on  the  black  market  before  deciding 
that  he  will  seek  medical  aid® 

I thought  I would  very  briefly  indicate  the  somatic  and  psycho- 
therapeutic treatment  I give  to  these  patients  after  I have  given  them  a 
preliminary  look-over.  During  the  preliminary  period  which  may  be  lengthy 
the  patient  is  being  prepared  for  withdrawal  treatment®  Experience  has 
proved  that  it  is  a waste  of  time  to  initiate  withdrawal  treatment  before 
the  patient  is  prepared  to  co-operate  fully,  and  has  acquired  enough  insight 
to  understand  clearly  how  essential  his  cooperation  will  be  if  a successful 
result  is  to  be  obtained® 

The  first  essential  is  to  determine  how  much  heroin  or  cocaine  is 
required®  This  presented  some  difficulty  because  the  patient  was  either 
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afraid  to  state  how  much  he  had  been  taking,  or  supplemented  his  legal 
supply  from  the  black  market,  or  because  he  was  afraid  to  be  truthful 
about  the  amount  needed  in  case  for  some  reason  he  overstepped  this 
amount  and  found  himself  without  a supply o It  was  made  clear  to  him  that 
while  he  was  being  stabilized  on  drugs  and  freed  from  the . degradation  and 
humiliation  of  the  black  market,  it  was  better  to  state  that  he  had  over- 
stepped his  amount  than  to  produce  tales  of  accidents  or  disasters o 

The  malnutrition  from  which  they  all  suffered  was  treated  by  vitamin 
therapy  by  means  of  Orovite  and  ascorbic  acid.  The  m-ajority  of  these 
patients  had  become  used  to  taking  excessive  amounts  of  barbiturates, 
especially  nembutalo  During  this  phase  the  barbiturate  intake  was  cut  down 
as  far  as  possible  and  nembutal  eliminated <>  Phenaphen  and  sodium  seconal 
was  substituted  for  nembutal  and  then  gradually  reduced o Formation  of 
abscesses  follo^^dng  careless  injection  necessitated  surgical  interventiono 
During  this  preliminary  period  after  the  patient  had  been  stabilized,  given 
an  adequate  supply  of  drugs  and  with  the  knowledge  that  the  supply  will  not 
be  severely  cut  down,  he  becomes  rsltixed  and  secure  and  free  from  arixieties 
about  the  immediate  future.  He  begins  to  regain  his  self-confidence  and 
his  self  respect  and  is  prepared  to  cooperate  on  the  cutting  down  of  this 
supply  of  drugs o At  this  point  Daptazole  is  always  given  orally  to 
minimize  any  slight  withdrawal  S3anptoms  and  Fentazin  to  control  anxiety  and 
tension. 


During  the  last  ten  days  before  withdrawal,  intensive  treatment  is 
initiated,  and  concentrated  vitamins  in  the  form  of  Parentrovite  are  given  at 
regular  intervals.  The  actual  withdrawal  treatment  is  carried  out  either 
in  a nursing  home  or  at  home  with  trained  nurses  in  control.  The  patient 
is  assured  that  he  will  not  be  allowed  to  suffer  severe  symptoms.  (Some 
had  experienced  abrupt  withdrawal  in  the  past.)  This  promise  is  strictly 
kept.  At  the  same  time  the  patient  is  made  to  understand  that  he  should  not 
evade  all  the  uncomfortable  experiences  of  withdrawal  even  though  the  more 
severe  aspects  are  eliminated.  He  must  face  some  anxiety  and  some  discomfort 
and  be  prepared  to  tolerate  it  without  the  help  of  excessive  sedation.  The 
drugs  are  withdrawn  as  rapidly  as  possible  depending  on  his  symptoms.  One 
of  the  most  important  achievements  is  to  persuade  the  patient  to  forego 
the  ceremonial  of  giving  his  own  injections  intravenously  and  to  allov/  the 
nurses  to  give  them  intramuscularly.  Parenteral  vitamin  high  potency 
injections  are  given  twice  daily  and  Fentazin  injections  four  times  daily. 

It  has  been  stated  that  during  v;ithdrawal  there  is  a derangement  of 
carbohydrate  metabolism  direct  or  indirect  and  it  is  undoubtedly  true. 
Carbohydrates,  either  as  chocolate  or  drinks  are  helpful.  It  should  be 

possible  to  cut  the  dose  of  heroin  by  50^  per  day  so  that  at  the  end  of  the 

fifth  or  sixth  day  the  patient  is  off  heroin  and  on  a small  amount  of 
cocaine  which  is  cut  out  the  next  day.  Beyond  restlessness  and  slight  aching 
of  the  legs  and  stiffness  of  the  neck  and  possibly  a slight  degree  of  nausea, 

the  patient  should  not  experience  any  physical  pain.  He  is  given  each 

night  sufficient  sedatives  to  assure  a reasonably  good  night.  During  the  first 
week  it  is  advisable  to  have  a special  day  nurse  and  a special  night  nurse. 
During  the  second  week  the  vitamin  treatment  is  continued  and  large  doses  of 
nicotinamide,  250  milligrams,  are  added  to  deal  with  the  fatigue  of  v/hich  the 
patient  generally  complains.  It  is  becoming  increasingly  evident  that  the  role 
of  intensive  vitamin  treatment  is  not  confined  to  its  effect  on  malnutrition 
generally  but  that  it  has  a most  specific  effect  of  giving  a definite  sense  of 
physiological  and  psychological  well-being.  The  patient,  at  the  end  of 
ten  to  twelve  days  leaves  the  nursing  home,  free  of  a,ll  withdrav:al  symptoms, 
with  increased  self  respect  and  confidence,  and  stands  a very  good  chance  of 
being  able  to  face  up  to  life  without  the  assistance  of  drugs. 


DISCUSSION  PERIOD  - Saturday  afternoon,  Febo  23?  1963 


Initiated  by; 

Profo  Edwin  Mo  Schur, 
lufta  University, 

Medford,  Hasso 

I think  we  are  all  indebted  to  Lady  Frankau  for  this  interesting 
and  encouraging  report o I say  encouraging  because  this  suggests  a good 
deal  higher  rate  of  success  than  is  usually  found  in  the  United  States 
at  least o Some  of  the  points  raised  concerning  the  experiments  discussed 
this  morning  might  be  relevant  to  an  evaluation  of  this®  It  is  difficult 
to  evaluate  in  the  absence  of  further  follow-up  data.  But  I personally 
feel  that  the  rate  of  success  indicated  here  is  not  at  all  iiiplausible 
first,  because  of  Lady  Frankau ’s  strong  efforts  to  gain  the  trust  and 
co-operation  of  her  patients  and  secondly,  because  of  the  generally  non- 
punitive  atmosphere  in  which  treatment  occurs  in  Great  Britain. 

I am  not  a clinician  and  I am  not  going  to  comment  on  any  of  the 
clinical  details  in  this  report.  However,  I would  like  to  take  the  report 
as  a point  of  departure  for  a few  more  general  observations  on  the 
relation  betv;een  public  policy  and  the  nature  of  the  addiction  problem. 

This  is  a matter  I have  pursued  with  special  relevance  to  the  differences 
between  American  and  British  situations  and  my  studies  are  reported  in  full 
in  the  book^  which  is  cited  at  the  bottom,  of  the  first  page  of  my  report 
that  was  distributed  earlier. 

It  may  well  be  that  addicts  invariably  display  a distinctive 
personality  pattern.  This  is  a point  ably  discussed  by  Dr.  Boothroyd  this 
morning.  It  may  also  be  the  case  that  drugs  tend  invariably  to  rule  the 
addict *s  life.  Yet  notwithstanding  these  points,  one  has  to  consider  how 
addicts  are  dealt  '.d.th.  This  crucially  affects  how  they  act  and  how  they 
view  themselves  and  their  society.  A clinician  naturally  is  interested 
in  treating  individuals,  but  public  policy  after  all  establishes  the  contsKt 
within  which  treatment  efforts  must  take  place. 

One  point  that  seems  important  in  this  connection  is  that  of 
drawing  a distinction  between  primary  and  secondary  aspects  of  the  addict’s 
behaviour.  I referred  to  this  in  the  article  which  was  distributed  - the 
distinction  between  primary  and  secondary  deviation.  One  writer  states 
that,  ’’I^/hen  a person  begins  to  employ  his  deviant  behaviour  or  a role 
based  upon  it  as  a means  of  defense,  attack  or  adjustment  to  the  overt 
and  covert  problems  created  by  the  consequent  societal  reaction  to  him, 
his  deviation  is  secondary”. ^ It  seems  to  me  there  are  certain  aspects 
of  the  addiction  problem  or  the  addict’s  behaviour  that  are  not 
attributable  either  directly  to  effects  of  the  drug  itself  or  to  the 
nature  of  the  personalities  of  the  individuals  involved.  I feel  that  addict 
crime,  involvement  in  the  illicit  traffic,  and  to  a considerable  extent 
involvement  in  an  addict  sub-culture,  fall  into  this  secondary  category. 
After  all,  a person  addicted  to  narcotics  is  not  ipso  facto  criminal,  is 


^E.  Schur,  Narcotic  Addiction  in  Britain  and  America;  The  Impact  of 
Public  Policy.  Bloomington,  Indiana:  Indiana  University  Press,  1962. 

^E.M.  Lemert,  Social  Pat ho lory.  New  York;  McGraw-Hill,  1951,  P®  76 
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not  ipso  facto  involved  in  any  addict  sub-culture  nor  involved  in  illicit 
traffic. 


Connected  with  this  is  the  matter  of  the  addict’s  self  image. 

Here  we  see  what  the  sociologist  calls  a self-fulfilling  prophecy  mechanism 
at  work.  If  the  addict  is  dealt  with  as  an  eneiry  of  society  he  actually 
becomes  one.  John  Clausen  has  stated  with  reference  to  the  American 
situation,  ’’Coupled  with  the  new  legal  definition  of  drug  use  , . . 
came  the  designation  of  the  addict  as  ’enemy’  by  enforcement  personnel 
and  the  solidifying  of  underworld  ties  and  identification  on  the  part  of 
many  addicts.  Thus,  stereotypes  of  the  addict  were  reshaped  and  widely 
circulated  and,  to  a degree,  they  are  confirmed  by  the  subsequent  responses 
of  addicts  forced  to  work  out  new  modes  of  survival.”'^ 

VJhat  seems  to  me  particularly  important  in  this  connection  is  the 
impact  of  compulsory  commitment  for  treatment.  Narie  Nyswander  in  .her 
book  The  Drug  Addict  as  a Patient^  suggests  it  may  be  undesirable  to  bring 
addicts  together  in  one  place  for  treatment,  at  least  in  the  absence  of  a 
therapeutic  community  tjq^e  of  atmosphere.  V\/hen  the  treatment  context 
is  a distinctly  punitive  one  the  undesirable  consequences  are  heightened. 

I would  like  to  illustrate  this  by  quoting  from  a recent  book  entitled 
’’The  Fantastic  Lodge”,  the  autobiography  of  a girl  drug  addict,  edited 
by  sociologist  Helen  McGill  Hughes.  Here  are  a few  excerpts  from  the 
addict’s  observation  of  her  stay  at  Lexington. 

”I  sat  there  and  listened  mostly  to  them  quack  on  and  tell  about 
the  glamor  of  their  outside  lives,  and  outside  junk  histories.  It’s 
amazing^  They  don’t  become  any  less  junkies,  at  all,  for  being  in  the 
place.  All  is  junk,  and  that’s  all,  you  know;  that’s  the  way  it  is. 

This  identification  of  yourself  as  a junkie.  After  the  first  six  or  eight 
months  that  I was  making  it,  I never  said  ’Vfell,  I’m  a junkie’  as  an 
excuse  or  as  anything.  But  now  I say  it  constantly  . . . And  when  you’re 
introduced  to  somebody  for  the  first  time,  the  first  thing  you  find  out 
is  whether  he’s  a junkie  or  not.  It’s  like  belonging  to  some  fantastic 
lodge,  you  know,  but  the  initiation  ceremony  is  a lot  rougher.”  She 
also  stated;  ”It  changed  me.  I had  the  idea  then,  when  I first  got  out 
of  the  treatment  center,  for  the  first  time  in  my  life  that  I was  an 
incurable  addict.  For  the  first  time  I could  see  myself.  Always  before 
I thought  of  myself  as  well,  someday,  someday,  somehow  I’ll  kick  this. 

But  I felt  beaten  when  I got  out  of  there;  really  beaten. ”3 


^John  Clausen,  ’’Social  and  Psychological  Factors  in  Narcotics  Addiction,” 
Law  and  Contemporary  Problems,  XXII  (Winter  1957) » p.  34 

^Marie  Nyswander,  The  Drug  Addict  as  a Patient.  New  York;  Grune  and 
Stratton,  1956. 

^Helen  II.  Hughes,  editor.  The  Fantastic  Lodge;  The  Autobiography  of  a 
Girl  Drug  Addict.  Boston;  Houghton  Mifflin,  1961,  pp.  214-215,  232. 
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I^m  convinced  the  voluntary  aspect  is  crucial  in  treatment  and 
I would  refer  to  two  Ainerican  reports  you  may  be  interested  ino  One  is  a 
report  by  ^^swander  and  others  entitled  ‘*The  Treatment  of.  Drug  Addicts  as 
Voluntary  Outpatients;  A Progress  Report o”  (This  was  published  in  the 
American  Journal  of  Orthopsychiatry,  Volo  28,  October,  1958)  and  some 
reports  by  Alfred  Mo  Freedman  at  New  York^s  Metropolitan  Hospital 
Centre  o-^  Both  seem  to  indicate  that  the  best  hope  lies  in  a non-punitive 
and  non-moralizing  treatment  orientationo  Lady  Frankau  has  referred  to 
the  effect  on  her  therapy  efforts  of  the  outlook  Canadian  addicts  had 
developed  in  their  prior  experience  in  Canada o This  is  an  important  point. 
So  I would  not  be  terribly  sanguine  about  the  prospects  under  the  new 
narcotic  control  law  regarding  sentencing  for  treatment  at  the  new  special 
facility.  It  seems  that  this  is  likely  to  be  another  Lexington  and  it 
does  not  seem  that  the  progress  there  has  been  too  satisfactory.  I 
don’t  say  for  one  instant  that  the  addict  is  incurable  but  I do  maintain 
it  is  impossible  to  cure  the  addict  in  the  long  run  against  his  will. 

It  appears  that  Lady  Frankau ’s  concerted  efforts  to  gain  confidence  and 
co-operation  represent  a crucial  point  in  her  apparent  success. 

Another  point  that  is  important  about  the  relationship  between 
public  policy  and  the  problem,  is  the  matter  of  supply  and  demand.  This 
has  not  been  referred  to  here  very  much,  yet  it  seems  to  be  crucial  to  an 
overall  understanding  of  the  addiction  situation.  From  this  standpoint, 
addiction  may  be  seen  as  one  example  of  a more  general  category  of  social 
problems  and  situations  in  which  legal  measures  to  suppress  satisfaction 
for  a strong  demand  for  goods  and  services  breed  a profitable  and  socially 
dangerous  illicit  market.  Provided  there  is  a strong  enough  demand 
such  repressive  laws  become  patently  unenforceable.  This  is  a simple 
matter  of  economics  for  as  Robert  Merton  has  noted,  *’in  strictly  economic 
terms  there  is  no  relevant  difference  between  provision  of  licit  and 
illicit  goods  and  services.”  If  the  demand  is  sufficient  to  supply 
vast  profits,  means  of  making  the  supply  available  always  will  be  found. 

For  this  reason  I am  convinced  that  no  narcotic  policy  which  permits 
large  scale  demand  for  illicit  drugs  to  persist  can  be  expected  to  achieve 
significant  success. 

Another  aspect  of  the  supply  and  demand  situation  is  its  impact 
on  enforcement  procedures.  This  was  one  of  the  points  raised  by 
I^r.  Macdonald  yesterday,  one  which  is  highly  relevant  to  an  understanding 
of  the  addiction  situation.  One  American  legal  writer  has  written  that, 

”In  almost  every  case  where  the  law  calls  upon  the  enforcement  agencies 
to  stamp  out  conduct  that  involves  a willing  seller  and  a willing  buyer 
or,  more  fundamentally,  conduct  in  which  the  victim,  if  there  be  one,  is 
a willing  victim  - is  a situation  that  contains  the  seeds  of  police 
corruption  and  demoralization.  These  instances  include  such  crimes  as 


^See  Alfred  Freedman,  et.al.,  ’’Response  of  Adult  Heroin  Addicts  to  a 
Total  Therapeutic  Program,”  paper  presented  at  annual  meeting  of  American 
Orthopsychiatric  Association,  Los  Angeles,  March  1962;  and  ”A  Model 
Continuum  for  a Community  Based  ProgrAm  for  tto  Prevehtion  and  Treatment 
of  Narcotic  Addiction,”  paper  presented  at  annual  meeting  of  American 
Public  Health  Association,  i!M.ami  Beach,  Oct.  1962. 

%obert  K.  Merton,  Social  Theory  and  Social  Structure.  Glencoe,  Illinois; 
The  Free  Press,  rev.  ed.  1957,  p.79<> 
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voluntary  sexual  relations  between  adults,  gambling,  and  sales  of 
liquor  and  narcotics  o I don^t  mean  to  level  any  charges  of  corruption, 
but  I think  the  demoralization  point  is  important  and  that  enforcement 
in  these  areas  becomes  extremely  difficult » Given  a lack  of  available 
evidence,  one  is  driven  to  questionable  police  practices  and  even  then 
one^s  efforts  are  not  always  successfulo  There  has  been  relatively  little 
success  in  curbing  the  traffic  in  the  United  States  and  a situation  of 
this  sort  breeds  police  frustration o This  in  turn  tends  to  strengthen 
punitiveness  towards  the  addict o 


I believe  that  a policy  that  gives  the  general  practitioner  wide 
discretion  in  the  management  and  treatment  of  addiction,  and  in  which 
doctors  accept  this  responsibility,  is  really  the  only  approach  that  makes 
much  sense o I emphasize  doctors  accepting  this  responsibility  because 
as  ilTo  Curran  indicated,  it  may  be  that  addiction  is  not  a crime  in 
Canada  and  doctors  are  free  to  define  what  constitutes  good  medical 
practice  in  this  area*  It  may  be  that  administration  of  drugs  to  addicts 
where  necessary  should  be  included  in  the  program*  This  is  not 
defeatism  and  I do  not  want  to  get  involved  in  a long  discussion  of  these 
proposals*  On  the  point  of  defeatism  let  me  quote  the  late  Hubert  Howe 
in  connection  with  the  proposals  in  1955  by  the  New  York  Academy  of 
Medicine;  '’IVe  are  not  saying  to  give  the  addicts  more  drugs*  We  are 
simply  devising  a different  method  of  distribution  * * every  addict  gets 
his  drug  right  now  * * tJhy  not  let  him  have  his  minimum  requirements 
under  licensed  medical  supervision,  rather  than  force  him  to  get  it  by 
criminal  activities  through  criminal  channels*''^ 


I notice  a point  in  the  Brain  Report*  They  discuss  the  question 
of  the  ‘’stabilized  addict”  and  say  they  see  no  reason  to  reject  this 
idea  — for  some  cases*  Also  relevant  to  our  controversy  yesterday  with 
regard  to  the  nature  of  the  British  system  is  their  statement  that 
^ViTe  are  impressed  that  the  right  of  doctors  in  Great  Britain  to  continue 
at  their  own  professional  discretion  the  provision  of  dangerous  drugs  to 
known  addicts  has  not  contributed  to  any  increase  in  the  total  number 
of  patients  receiving  regular  supplies  in  this  way* ”3 

It  seems  crucial  to  bring  the  addict,  clearly  a disturbed 
individual,  deserving  of  help,  under  medical  supervision*  Once  that  is 
done  and  once  the  secondary  aspects  of  the  problem  are  reduced  as  I 
think  they  can  be  through  sane  public  policy,  then  I think  we  will  be  in 
a good  position  to  undertake  meaningful  efforts  to  treat  the  individual 
addict  patient*  The  key  point  is  whether  the  addiction  as  such  is  to 


^Francis  A*  Allen,  ”The  Borderland  of  the  Criminal  Law;  Problems  of 
^Socializing ^ Criminal  Justice,  “Social  Service  Review,  32  (June  1958),  p*112 

2 

Hubert  S*  Howe,  testimony.  Hearings  before  the  Subcommittee  on  Improvements 
in  the  Federal  Criminal  Code  of  the  Senate  Committee  on  the  Judiciary, 

84th  Congress,  1st  Session,  part  5,  p*  1332* 

3united  Kingdom,  Ministry  of  Health,  Interdepartmental  Committee  on  Drug 
Addiction,  Report  * London,  1961,  p*  11 
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be  considered  wrong  doing  or  considered  some  land  of  a disturbance 
deserving  of  treatmento  I feel  strongly  that  v;hether  we- view  addiction  as 
a symptom  of  underlying  disorder  or  whether  dependence  on  drugs  is  itself 
viewed  as  an  illness,  the  addict  is  properly  seen  as  a troubled  person 
needing  professional  helpo  I see  little  grounds  for  including  addiction 
within  the  purview  of  the  criminal  lawo  We  don^t  have  very  useful 
criteria  as  to  what  should  constitute  a crime » One  sociologist  has 
suggested  the  criterion  of  ”anti-social  behaviour”  but  there  would  be  a 
great  deal  of  difference  of  opinion  as  to  what  behaviour  is  anti-social » 
Personally,  I find  it  difficult  to  make  a case  for  saying  that  addiction 
as  such  is  terribly  anti-socialo  I think  it  may  well  be  that  the  addict  is 
a relatively  unproductive  indivj.dual  but  the  question  is  whether  he  becomes 
a social  menace  <> 

I would  emphasize  that  nobody  argues  that  addiction  is  in  any 
sense  a desirable  state  of  affairs.  The  people  who  have  proposed  giving 
drugs  to  addicts  in  North  America  (as  in  Britain)  do  not  like  addiction. 
They  think  it  is  a bad  condition  and  it  is  clear  that  abstinence  is  the 
ultimate  aim.  The  question  is ; what  can  we  do  in  the  interim,  what  is 
the  best  way  of  achieving  this  abstinence? 


Ill 


Pro  Martin;  Profo  Schur  has  noted  the  absence  of  follow-up  datao  I 
think  all  of  us  are  particularly  interested  in  follow-up  data  that  would 
indicate  what  good  medical  treatment  iSo  In  lady  Frankau^s  original 
article  (Lancet,  DeCo  24,  I960,  p.  1378)  she  made  it  clear  that,  in  phase  one 
of  treating  the  patient,  the  policy  was;  *t‘xe  were  not  prepared  to  go  on 
writing  prescriptions  for  drugs  indefinitely'*,  and  then  on  the  next  page; 

*'all  realized  that  it  was  impossible  to  contemplate  controlled  addiction"o 
Pro  Schur  has  just  said  something  to  the  same  effect  that  abstinence  was 
the  ultimate  goalo 

(In  reply  to  further  queries  from  Pro  Martin  on  the  apparent  difference 
between  the  results  reported  now  and  those  reported  in  Lady  Frankau*s 
i960  article,  the  chairman  explained  that  the  series  referred  to  in  the 
i960  Lancet  article  was  a series  of  51  British  patients  while  the  present 
series  of  48  Canadian  patients  being  discussed  was  a different  group 
entirely,  whose  present  status  was  reported  by  Lady  Frankau  as  follows; 

17  entirely  clear  of  drugs ; 

19  under  control,  working  steadily,  all  intending 
to  stop  and  most  already  cut  down  substantially! 

1 in  prison  for  petty  theft; 

2 deported; 

3 failed  to  report ; 

1 died; 

4 still  under  care  but  regarded  as  ultimate  losers; 

1 recently  reported  to  be  slipping » 
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In  discussion  it  became  clear  that  there  was  some  interest  in  contrasting 
the  British  and  Canadian  addicts) 

Lady  Frankau;  Of  the  patients  whom  I reported  in  the  Lancet,  only 
two  of  the  ones  I reported  then  as  clear  have  lapsed  again » I keep  a very 
careful  record  of  my  patients o I call  them  up,  they  come  to  see  me  or 
write  meo  They  have  gone  for  some  time  noWo  As  to  these  more  recent  cases, 

I would  not  be  prepared  to  make  any  statistical  statement  about  them 
because  some  of  them  have  not  been  off  for  any  length  of  timeo  I can  only 
say  that  a number  of  them  are  clear  of  drugs  0 Actually  six  of  the  patients 
whose  dosage  has  been  reduced  are  to  come  off  when  I go  back  to  London. 

This  has  been  arranged.  Some  will  go  into  nursing  homes,  some  will  go  off 
without  it. 

Dr.  Martin;  How  can  one  really  be  sure  - what  sort  of  machinery  do  you 
have  to  ensure  - that  the  ones  you  have  told  not  to  alter  prescriptions 
and  not  to  go  to  hospitals  and  other  doctors  will  do  so. 

Lady  Frankau;  I have  no  machinery  except  a consulting  room  where 
they  come  to  see  me. 

(The  chairman  pointed  ou  that  the  things  referred  to  in  Lady  Frankau *s 
paper  which  will  bring  a person  into  trouble  in  Britain  are;  (1)  buying  or 
selling  drugs;  (2)  forging  prescriptions  or  obtaining  drugs  from  two 
different  doctors  at  the  same  time.  Information  of  this  sort  did  not 
necessarily  reach  the  Home  Office  immediately;  however,  it  was  clear  that 
any  of  these  activities  would  put  the  patient  into  a position  where  the 
police  could  arrest  him.) 
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Dr.  Schur  referred  to  Lady  Frankau’s  statement  that  in  her  experience 
with  British  patients  she  had  never  found  evidence  that  the  addict  patient 
was  a delinquent  or  criminal  before  he  became  addicted. 

I'jr.  Piirkpatrick;  V\lhat  about  the  collorary  of  that;  how  many  of  the 
Canadian  patients  you  dealt  with  did  have  such  symptomatology? 

Lady  Frankau;  I think  perhaps  I may  have  more  than  I thought  I had. 

All  I had  was  the  stories  I got  from  the  addicts  and  the  checks  I got  from 

the  Home  Office  but  it  has  been  brought  to  my  notice  that  the  Home  Office 
may  not  have  all  the  information  and  since  I am  extremely  careful  not  to 

make  a statement  unless  I am  sure  of  itj  I have  cut  that  out. 

(There  followed  some  discussion  about  the  criminal  records ^ if  any, 
of  those  patients  whose  case  histories  Lady  Frankau  had  discussed,  case 
histories  which  are  not  reproduced  here.  It  was  clear  that  Lady  Frankau 
depended  on  the  Home  Office  and  on  her  own  interviews  as  to  patients ’ 
criminal  records;  that  sometimes  she  had  more  information  from  patients 
than  the  Home  Office  did.) 

Dr.  Bell  asked  I^ir.  Curran  a question.  Except  for  our  law  which 
prevents  anyone  from  having  drags  in  his  possession,  is  there  anything  else 
which  would  prevent  a physician  in  Canada  from  stabilizing  a patient  first 
and  then  withdrawing  him  later.  In  other  words  could  Lady  Frankau ^s 
treatment  be  undertaken  here  legally  by  a physician  except  for  that  one 
point? 


Dr  o Curran ; Yesterday  I said  all  I can  legitimately  say  about  the 
section  from  our  own  Canadian  law.  In  the  United  States  I think  the 
position  is  made  equally  clear  by  the  U.S.  Supreme  Court  in  its  comment 
(in  the  Linder  decision,  commenting  on  the  earlier  Behrman  decision)  that 
*'.  . . the  opinion  cannot  be  accepted  as  authority  for  holding  that  a physician 
who  acts  bona  fide  and  according  to  fair  medical  standards,  may  never  give 
an  addict  moderate  amounts  of  drugs  for  self-administration  in  order  to 
relieve  conditions  incident  to  addiction  . . I think  it  would  be  helpful 
in  answering  Dr.  Bellas  question  answered  yesterday  that  we  draw  a comparison 
between  the  legislation  in  the  United  States,  the  United  Kingdom  and  legis- 
lation in  Canada.  All  say  the  same  thing.  It  has  been  recommended  in  the 
United  States  that  the  medical  profession  get  together  and  decide  themselves 
what  is  good  medical  practice  as  it  relates  to  the  administration  of  drugs 
to  addicts.  This  applies  also  to  Canada.  Certainly  it  is  not  a matter 
for  legal  interpretation.  It  is  a matter  for  the  doctors  to  decide. 

There  is  nothing  in  our  law  which  would  prohibit  a doctor  from  exercising 
sound  medical  judgment  in  the  administration  of  drugs  to  a patient  who  is 
under  his  control  for  a condition  which,  in  his  opinion,  requires  narcotic 
medication. 

Dr.  Mac far lane;  In  other  words.  Dr.  Bell,  in  his  clinic,  can  adopt 
exactly  the  same  methods  as  Lady  Frankau,  with  the- exception  of  giving  them 
drugs  to  take  away. 

ilr . Curran ; There  is  nothing  which  says  you  cannot  give  drugs  or 
prescribe  a drug  for  self-administration.  It  would  be  a matter  for  the 
physician ?s  judgment  as  to  whether  this  is  proper  medical  practice,  whether 
it  is  a safe  thing  to  do  to  give  an  addict  a supply  for  self -administration. 
This  is  not  a legal  matter,  it  is  a matter  of  medical  judgment,.. 
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Mtp  Macdonald;  You  say  in  your  paper  that  '’obviously  the  provision 
of  narcotics  to  support  addiction  could  not  be  justified  as  good  medical 
practice", 

lir , Curran ; That  is  my  own  interpretation.  In  ray  definition  of  good 
medical  practice  it  would  be  difficult  to  justify  the  indiscriminate 
furnishing  of  drugs  to  an  addict  for  no  other  purpose  than  to  relieve  his 
addiction.  Now  the  doctors  around  the  table  may  quarrel  with  that.  If 
it  could  be  related  to  treatment  in  the  medical  sense  than  there  is 
nothing  inproper  under  our  law, 

Ilr,  Macdonald;  If  Dr,  Bell  undertook  to  do  in  Toronto  what  Lady 
Frankau  is  oing  in  London  he  could  do  so? 

^Ir,  Curran;  The  answer  is  yes. 

Dr,  Schur;  This  statement  (regarding  good  medical  practice)  is 
Mr,  Curran’s  interpretation  in  the  absence  of  authoritative  medical 
pronouncements , 

Fir , Curran ; In  the  absence  of  good  medical  practice  it  would  be 
difficult  to  bring  it  within  the  framework  of  our  legislation. 

Dr,  FlacFarlane ; Who  would  have  to  express  an  opinion  as  to  good 
medical  practice? 

Ilr , Curran ; This  situation  doesn’t  differ  from  any  other  field  of 
medical  treatment.  The  doctor,  if  he  has  any  doubts  in  the  course  of 
treatment,  might  be  well  advised  to  consult  with  his  colleagues,  lAJhen  all 
is  said  and  done,  he  is  professionally  answerable  for  what  he  does  for 
his  patients  , , , If  he  were  charged  with  an  offence  the  onus  would  be 
on  the  doctor  to  support  his  treatment  as  good  medical  practice, 

Mr,  Bick;  I doubt  very  much  if  police  officers  would  prosecute  a 
doctor  in  this  country  who  was  prescribing  drugs  to  a patient  as  Lady 
Frankau  is  doing  for  her  patients, 

(At  this  point  there  was  extended  discussion  about  individual  situations 
where  doctors  in  Canada  had  conducted  treatment  of  this  type  with  individuals 
from  time  to  time.  It  was  explained  by  the  R,C,M,P.  representative  that 
they  were  not  directly  concerned  with  physicians’  activities  except  where 
trafficking  was  involved  or  v;here  the  Department  of  National  Health  and 
Welfare  referred  a situation  to  them, ) 

I-lr,  Curran;  The  only  prosecution  of  a physician  over  the  last  fe^^r 
years  has  been  related  to  trafficking  - the  sale  of  drugs  in  quantity. 

We  have  not  been  involved  with  provision  of  drugs  to  patients. 

Dr,  Halil  day:  'Would  the  licensing  bodies  be  the  ones  that  would 
determine  what  is  good  medical  practice? 

Dr , Mac far lane ; In  my  experience  the  Colleges  would  only  deal  with 
that  when  it  was  a question  of  discipline;  it’s  more  often  the  Courts  who 
decide  what  is  recognized  medical  practice. 

Dr,  Me Neel;  I think  it  is  back  in  our  own  laps,  I don’t  know  what 
the  views  of  the  medical  profession  are  regarding  the  use  of  drugs  in  this 
manner  but  I have  heard  some  very  vocal  opposition  to  free  clinics,  on  the 
part  of  medical  people.  Now  there  is  a difference  between  free  clinics 
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and  this  kind  of  usoo  I think  it  would  be  interesting  to  know  what  the 
medical  profession  does  thinko  T doubt  if  anyonetliere  can  sayo  , . 

Pro  Bell;  I think  it  is  important  that  more  physicians  appreciate 
that  they  could  if  they  saw  fit,  do  more  for  the  narcotic  addict  than 
they  are  doing;  that  they  are  not  as  liable  to  get  into  trouble  as  most 
of  them  probably  thinko  Very  few  doctors  even  think  of  becoming  involved 
with  the  drug  addict  but  I heartily  endorse  the  idea  that  sick  people  should 
be  looked  after  by  physicians  and  I think  it  is  quite  inportant  to  realize 
that  in  most  respects  the  kind  of  treatment  that  Pro  Frankau  has  outlined 
is  possible  in  Canada » Many  of  them  could  be  helped  in  this  way,  and 
this  would  make  less  necessary  the  kind  of  federal  institutions  that  we 
would  otherwise  haveo  Personally  I had  thought  of  using  drugs  on  the  drug 
addict  only  to  get  him  tapered  off,  so  it  is  something  new  to  appreciate 
that  one  could  first  stabilize  and  re-assure  him  and  then  bring  him  off 
later,  which  would  mean  we  must  be  prepared  to  administer  drugs  for  a much 
longer  time  than  hitherto o 

(Someone  asked  how  long  a timeo) 

Lady  Frankau;  VJhen  I first  started  treating  addicts  five  and  a half 
years  ago  I applied  the  methods  I had  been  successful  with  in  treating 
alcoholic  patients,  namely  to  detoxicate  them  straight  away  and  putting 
them  in  a nursing  home;  they  had  no  more  alcohol,  they  were  completely 
detoxicated  and  then  when  they  were  detoxicated  and  acquired  a sense  of  well- 
being I then  started  treating  them  psychotherapeuticallyo  I started  doing 
addicts  in  just  the  same  way  and  I failed  conpletely  with  the  first  three 
I treated o I got  them  off  drugs  nice  and  tidily,  and  then,  after  a fortnight, 
they  went  straight  back  to  drugs  because  I had  done  no  psychotherapeutic  work® 

I realized  I had  to  build  up  a preliminary  period  during  which  they  had  a 
sense  of  security  and  relaxation  and  were  able  to  profit  by  their  psychiatric 
treatment o Otherwise  it  was  no  goodo  The  length  of  that  period  depends 
on  the  psychiatric  difficulty  behind  the  personality  disordero  It  may  be 
long  or  it  may  be  short o 

This  summer  I took  off  a man  of  5B  who  had  been  addicted  since  he 
was  19 0 It  took  the  best  part  of  two  years  to  work  him  slowly  down  by  a 
lot  of  psychiatric  work.  Then  he  came  to  a plateau  where  he  stopped  quite 
happily  on  one  capsule  of  omnopon  a dayo  He  stayed  there  for  a month 
before  he  finally  gave  that  up  but  he  is  now  off c That  took  well  over  a 
yearo  Sometimes,  if  they  havenH  been  addicted  long  and  if  they  are  young 
and  if  the  disorder  is  not  very  deep  rooted  I may  get  them  off  in  a month » 

It  is  difficult  to  give  a timeo  Most  often  it  might  be  just  under  a year  but 
I couldn’t  say  definitely o 

Mr  o Flint ; Certain  drug  addicts  are  able  to  get  narcotics  from 
certain  GoPo’s  on  a treatment  basiso  It  is  interesting  to  see  their 
reaction  as  to  whether  they  consider  this  good  medical  practice  or  whether  they 
regard  the  relationship  vath  the  physician  in  this  case  as  true  treatments 
The  answer  is  generally  noo  Secondly,  when  addicts  enquire  about  the 
situation  in  England  I always  quote  to  them  the  section  of  the  Rolleston 
Report  of  1926  where  it  says  that  addicts  might  receive  a minimum  of  legit- 
imately administered  narcotics  provided  every  effort  has  been  made  to  cure 
their  addiction  and  total  failure  has  been  met  in  these  attempts o I try 
to  give  to  them  the  concept  'that  if  they  do  go  to  Erl^^^lid  they  -wili  f!a3ce 
every  effort  to  be  cured  and  ultimately  withdrawn® 
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Pro  Sveson;  The  fact  that  4^  addicts  from  Canada  have  been  able  to 
make  this  very  great  move  from  Canada  to  England  in  order  to  have  a 
different  kind  of  life  suggests  in  itself  that  we  might  or  might  not  be 
dealing  with  a highly  unrepresentative  sample  of  Canadian  addicts. 

Mr.  Pick;  How  long  has  this  experiment  v/ith  the  48  Canadian  patients 
been  going  on? 

Lady  Frankau;  If  you  could  divide  them  into  two  groups  as  I have 
tried  to  do,  40  patients  have  come  over  in  the  last  two  years.  The  others 
came  over  three  or  four  years  ago.  The  earlier  ones  were  wealthy  Canadians 
who  were  brought  by  father  or  mother  or  came  by  themselves;  two  of  them 
came  via  Pa.ris.  They  are  all  off.  They  had  every  motivation  to  get  off. 

They  hadn*t  had  any  trouble  with  the  law  - they  were  mostly  writers  or 

musicians  or  playboys.  They  were  comparatively  easy  to  get  off.  The 

40  I have  had  in  the  last  two  years  are  the  ones  I was  talking  about  today. 

Dr.  Mac Far lane  read  into  the  record  the  following  World  Health 
Organization  statement  related  to  what  constitutes  good  medical  practice 

‘'In  addition  experience  with  the  problems  of  addiction  in 
several  countries  and  newer  knowledge  of  the  psychology  of 
addiction  leads  the  medical  profession  to  believe  that  in 
exceptional  cases  it  is  within  the  limits  of  good  medical 
practice  to  administer  drugs  over  continuing  periods  of  time.*’ 

A question  was  asked  as  to  the  position  of  the  patient  who  has 
received  drugs  prescribed  by  a physician. 

Mr . Curran  quoted  Section  3 of  the  Act  stating  that  it  is  an  offence  to 
be  in  possession  of  narcotics  except  as  provided  for  by  the  Regulations. 

He  quoted  the  Regulation  which  authorizes  the  physician  or  practitioner  to 
prescribe  for  a person  who  is  under  his  .professional  care.  The  legal 
answer  to  that  question  would  be  that  a patient  possessing  drugs  prescribed 
for  him  is  in  legal  possession,  under  authority  of  the  Regulations.  There- 
fore he  is  not  guilty  of  the  offence  of  illicit  possession. 

Dr . Hal  1 i day  said  that  the  Narcotic  Foundation  of  British  Columbia 
has  for  the  last  two  or  three  years  been  giving  to  patients  who  are 
ambulatory  or  outpatients  supplies  of  narcotics  on  a daily  basis  — only 
one  day’s  supply  at  a time.  We  have  been  doing  this  over  the  period  of 
withdrawal,  usually  a .month  to  two  weeks.  I have  been  quite  satisfied  (and 
I have  discussed  this  with  Mr.  Hammond)  that  this  is  a legally  and  ethically 
correct  procedure.  Of  course  the  patient  is  in  legal  possession  of  drugs. 
There  are  occasional  times  when  a patient  is  halfway  through  a withdrawal, 
and  if  we  know  this  for  sure  because  he  has  a train  ticket  or  a bus  ticket 
and  is  going  out  of  town,  and  if  we  have  to  complete  the  withdrawal,  then 
we  give  him  the  remaining  supplies  needed  for  perhaps  four,  five  or  six  days. 

Dr.  Schur;  In  connection  with  proposals  for  research,  there  was  a 
proposal  by  the  joint  committee  of  the  American  Medical  Association  and  the 
American  Bar  Association  that  an  experimental  facility  be  set  up  to  test 
under  controlled  conditions  in  the  United  States  just  what  would  happen 
if  a small  group  of  addicts  were  given  drugs.  This  hasn’t  been  done  yet 
but  I think  this  would  be  a good  way  of  meeting  some  of  these  questions 
that  the  research  minded  people  have  raised. 
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Mto  Macdonald;  We  have  had  an  important  clarification,  which  will  go 
some  way  toward  meeting  the  points  raised  by  Dro  Schur  and  others  about 
the  importance  of  having  the  medical  profession  play  a more  effective 
and  a larger  role  in  this  problemo  It  opens  the  door  somewhat  for 
experimentation  and  for  new  controlled  programs,  coordinated  programs  with  I 
the  federal  programs  and  allows  us  perhaps  to  try  new  paths  in  this 
difficult  problemo  One  would  hope  that  the  profession  might  find  it 
possible  to  reach  some  consensus  on  what  is  good  medical  practice o 

Pro  Boothroyd;  Regarding  long  term  parole,  I would  see  no  incompatibilij 
in  the  possibility  of  establishing  this  kind  of  relationship  in  the  presence  > 
of  the  compulsory  components  in  long  term  parole®  My  thoughts  were 
stimulated  by  Dr®  Schur *s  concern  about  the  inadvisability  of  compulsory  1 

treatment  and  all  the  disadvantages  with  which  I fully  agree®  He  then  | 

went  on  to  say  something  about  punitive  treatment  being  such  and  such® 

I wonder  if  he  is  equating  compulsory  treatment  with  a punitive  approach®  ||| 
I think  what  Mr®  Couse  said  this  morning  illustrates  the  circumstances  under  I 
which  a patient  can  be  brought  under  care  and  have  his  motivation  changed®  ^ 
It  might  start  out  that  he  is  on  parole  and  has  to  fulfill  certain 
requirements,  but  conceivably  in  some  patients  at  least  this  might  switch  | 
over  to  positive  motivation  because  of  the  relationship  with  his  therapist®  ' 

Dr ® Schur ; Given  the  present  legal  structure,  it  may  well  be  a good  I 

idea  to  have  some  controls  in  the  parole  situation®  However,  in  a more  I 

general  sense  I see  this  whole  business  as  a second  best  approach®  Basically 
we  have  to  revise  our  total  view  of  the  addict  so  as  to  view  him  as  a | 

patient  and  not  as  a criminal®  | 

Hr®  Curran  presented  the  following  information  provided  by  Scotland  Yard, 
regarding  34  Canadian  addicts  in  England®  He  ma.de  it  quite  clear  that  I 

these  were  not  necessarily  the  same  people  as  Lady  Frankau*s  patients  and  ^ 
that  he  would  be  glad  to  exchange  information  with  her, case  by  case* 

34  addicts  went  to  the  United  Kingdom  presumably  for  treatment  and  11  I 

have  been  convicted  of  offences  in  the  United  Kingdom®  The  number  of  I 

previous  criminal  offences  in  Canada  antedating  any  contact  with  drugs  were 

6,  16,  1,  13,  10,  3j  8,  3,  1,  2,  3,  5,  3®  | 

Lady  Frankaus  Any  time  any  of  my  patients  fall  into  the  hands  of  the 
police  it  is  only  a matter  of  minutes  before  my  telephone  goes®  If  it  is  a 
question  of  forging  prescriptions,  which  has  been  done  by  one,  or  of 
altering  a date, then  the  police  must  have  me  down  there,  show  me  the 
prescription  and  say  this  is  your  prescription  and  this  has  been  altered® 
Having  done  that  I then  have  to  sign  a statement  which  I hand  to  the  police 
and  the  patient  is  then  charged® 

(There  followed  some  discussion  on  those  patients  of  Lady  Frankau 
referred  to  earlier  who  had  got  in  trouble  with  the  law®) 

Lady  Frankau;  The  one  whom  I mentioned  who  was  in  trouble  for  petty 
theft  had  tried  it  out  in  a store  in  London  and  presumably  got  away  with  it. 
The  second  time  he  was  caught®  When  he  came  to  me  he  had  been  giyen  a 
conditional  discharge  and  I said  to  him,  ’*I  hear  you  have  been  in  trouble®** 
’*Yes,”  he  said,  **very  slight  and  I was  discharged®”  ”No”,  I replied,  **you 
were  given  a conditional  discharge,  which  means  that  if  you  do  anything  again 
during  the  period  of  that  year  this  offence  will  be  taken  into  consideration  S 
in  sentencing  you®  So  you  must  be  careful”®  He  said,  ''Ch,  they  are  very  ® 

careless  here  - you  can  get  away  with  it®'*  «®®®®  I lost  him  in  about  five 
days®  He  is  now  in  prison  and  I imagine  from  my  own  records  that  they 
will  be  able  to  deport  him®  There  was  another  whom  they  couldn^t  deport  , 
because  his  father  was  born  in  Derby  and  his  mother  in  Glasgow X 
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(At  this  point  Mr<.  Curran  said  a few  gracious  words  about  how 
pleased  he  was  to  be  at  this  conference  and  particularly  to  have  the 
opportunity  to  learn  first  hand  something  about  Lady  Frankau^s  experience.) 

Dr.  Laverty  asked  Lady  Frankau  to  say  something  about  the  attitude  of 
other  doctors  and  hospitals  in  Britain  toward  narcotic  addicts  and 
alcoholics. 

Lady  Frankau;  I can^t  remember  off  hand  but  I think  three  or  four 
Canadian  patients  were  actually  referred  to  me  from  hospitals,  having 
gone  to  an  outpatient  department.  If  a patient  of  mj.ne  goes  there  they 
immediately  ring  me  up  and  tell  me  all  about  it  and  send  him  back  rapidly. 
Doctors  don^t  wish  to  treat  addicts.  They  are  a frightful  nuisance  in 
lots  of  ways.  They  never  keep  appointments.  They  are  tiresome  in  lots  of 
ways  and  the  ordinary  doctor  has  no  use  for  them.  He  just  wants  to  get  rid 
of  them.  And  I get  them. 

Dr.  Laverty  suggested  that  the  ability  to  offer  addicts  a supply  of 
drugs  was  perhaps  the  most  important  motivating  factor  influencing  their 
continued  attendance. 

Lady  Frankau;  You  have  got  to  be  able  to  control  them  and  you  have 
got  to  let  them  accept  your  terms.  This,  you  tell  them,  is  all  you  are 
getting,  unless  you  have  a real  accident  or  disaster  and  don’t  have  too 
many  of  those.  It  is  a question  of  getting  them  stabilized  and  then 
getting  them  off.  There  are  two  doctors  in  London  who  treat  them  with  a 
view  to  sending  them  to  an  institution  - V/est  Park  or  something  like  that, 
t/hat  happens  is  that  they  are  sent  to  West  Park;  they  go  there;  they 
check  out  in  two  days  and  they  are  on  my  doorstep.  West  Park  is  a mental 
hospital  and  a good  one  too.  But  they  won’t  stay  there  and  there  is  no 
way  of  making  them  sta3)'  there.  You  can’t  use  a 28-day  order  for  them. 

I have  tried  everything.  I tried  to  get  across  to  them,  if  I send  you 
down  there  will  you  sign  and  undertake  to  stay  there  and  not  to  discharge 
yourself  until  I or  the  medical  officer  gives  you  permission.  Oh,  yes, 
they  will  sign.  In  two  days  they  are  outside  and  I have  a note  on  my 
desk  in  two  days  time;  <’your  patient  discharged  himself”. 

Dr.  Dancey  asked  Mr.  Curran  to  say  something  about  the  changes  in  our 
law  concerning  the  trafficker. 

Mr . Curran ; There  have  been  some  changes  in  the  new  Narcotics  Act 
which  relate  to  trafficking.  I am  not  going  to  discuss  Part  Two  in 
relation  to  trafficking  because  that  is  the  section  which  deals  with 
custody  for  the  purpose  of  treatment.  I am  talking  now  purely  about 
trafficking. 

The  trafficker  - that  is  the  person  who  traffics  or  has  drugs  in  his 
possession  for  the  purpose  of  trafficking  - can  be  sentenced  up  to  life 
imprisonment.  This  is  a healthy  extension  from  the  former  law  which  had  a 
maximum  period  of  14  ^/■ears.  VJhile  under  the  new  law  he  is  now  liable 
for  life  imprisonment  that  doesn’t  mean  he  is  going  to  get  life  imprisonment 

The  other  inportant  change  which  we  brought  in  (as  a result  of  the 
1961  narcotic  convention)  was  creation  of  a special  offence  of  smuggling 
narcotics  into  Canada  or  smuggling  narcotics  out  of  Canada.  This  offence 
carries  a mandatory  penalty  of  not  less  than  seven  years.  (This  is  the 
only  case  where  we  have  a mandatory  penalty  in  the  law  apart  from  the 
custody  for  treatment).  This  provision  was  put  in  deliberately  because 
narcotic  drugs  are  not  manufactured  in  Canada,  they  are  smuggled  into  Canada 


lie,.  ,■  ' 

So  this  special  sanction  was  included  in  the  law  in  order  to  put  a 
healthy  price  tag  on  the  offence  of  illicit  smuggling = 

The  third  change  is  that  we  have  taken  out  the  ma.ndatory  penalty 
for  possessiono  Formerly,  an  addict  who  was  convicted  of  possession 
was  required  to  receive  sentence  of  not  less  than  six  months » The 
theory  behind  that  (which  has  been  questioned  by  many  people)  was  that 
at  least  it  gave  a satisfactory  opportunity  for  the  addict  to  be 
withdrawn  from  drugs  under  penal  conditions.,  kliether  you  agree  with 
this  being  a good  atmostphere  or  not  I don*t  argue o But  the  theory 
behind  this  was  that  suspended  sentence  for  an  addict  was  not  considered 
satisfactoryo  That  has  been  changed o The  Court  may  award  suspended 
sentence  for  possessiono  This  again  is  subject  to  the  addict  being 
sentenced  to  custody  for  purposes  of  treatment o 

I-Ito  Bick  asked  if  anyone  had  ever  been  sentenced  to  any  of  the 
maximum  penalties o 

Mr  o Curran  replied  that  there  had  been  some  in  British  Columbia  and 
that  just  within  the  last  few  days  a person  had  been  sentenced  to  25  years 
for  smuggling  narcotics » In  response  to  a query  about  conspiracy  Dfro 
Curran  said  that  conspiracy  remained  under  the  criminal  code  and  it  would 
be  necessary  to  prove  agreement  to  commit  an  indictable  offence 
(eogo  an  indictable  offence  under  the  Narcotics  Control  Act)  in 
order  to  prove  a charge  of  conspiracy  to  smuggle  narcotics » 
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NARCOTIC  ADDICTION  CONFERENCE  - Niagara  Falls,  Ontario,  Feb.  21  - 24,  1963 


SW'MARY  OBSERVATIONS  - SCIENTIFIC  VIEIVPOINT 

PoJ.  Giffen,  M.A., 

Supervisor  of  Sociological  Studies 
Alcoholism  & Drug  Addiction  Research 
Foundation,  Toronto,  Ontario. 

I am  going  to  try  to  sort  out  some  questions  of  fact  that  have 
arisen  during  the  discussions  of  the  last  two  days  and  try  to  look  at  these 
in  terms  of  research.  I won’t  pretend  to  indicate  how  such  research  should 
be  done  but  simply  try  to  bring  together  some  of  the  main  questions  that 
have  arisen  and  potentially  can  be  studied. 

Questions  of  fact  have  been  scattered  throughout  this  discussion 
but  they  have  been  fundamental  in  the  sense  that  questions  of  fact  under- 
lie a good  many  of  the  differences  of  opinion  about  how  to  deal  with  the 
problem.  I think  we  are  all  agreed  in  general  terms  about  the  ends.  We 
are  all  concerned  about  minimizing  the  damage  to  individuals  and  to  society 
from  addiction.  The  real  differences  in  viewpoint  are  differences  about 
means.  Underlying  these  differences  about  means  are  different  conceptions 
of  the  sort  of  people  who  become  addicts  and  of  the  consequences  of  various 
methods  of  control.  These  are  largely  factual  questions. 

The  conference  has  dealt  mainly  with  therapy  and  with  the  legal 
and  control  aspects  rather  than  research  and  the  inportant  gains  during 
the  meeting  have  been  in  these  fields.  There  has  been  a clarification  of 
the  rights  of  the  doctor  under  our  system  and  illusions  about  the  British 
system  have  been  dispelled  because  we  have  seen  how  a doctor,  an  unusual 
doctor,  operates  under  that  system.  It  isn’t  a system  that  provides  for 
the  promiscuous  distribution  of  drugs  to  those  who  want  them. 

The  factual  question  that  has  engendered  most  discussion  has  been 
the  extent  to  which  criminal  activity  has  preceded  addiction  in  the  life 
histories  of  so-called  '’criminal  addicts".  I'\[e  do  seem  to  be  in  agreement, 
and  it  does  seem  to  agree  with  research  findings,  that  most  of  our  addicts 
in  our  society  and  in  the  United  States  depend  on  crime  once  they  are 
addicted  to  get  the  large  amount  of  money  needed  to  support  the  habit. 

We  also  seem  to  be  agreed  that  the  majority  of  offences  they  engage  in 
after  the  addiction  are  of  the  non-violent,  gainful  kind  - the  minor  and 
petty  types  of  depredation.  They  don’t  seem  to  be  capable  of  the  more 
involved,  planned  sort  of  crime.  The  terms  of  this  debate  have  been 
set  by  the  v/ay  this  question  has  been  looked  at  in  the  United  States, 
where  there  has  been  a polarization  of  opinions.  One  pole  of  this  opinion 
has  gone  with  the  idea  that  almost  all  addicts  are  primarily'-  criminals 
and  they  subsequently  become  addicted.  Addiction  therefore  is  really  a 
problem  of  law  enforcement  rather  than  a medical  problem.  The  addict  role 
should  not  be  assimilated  to  the  sick  role  but  should  be  dealt  with 
largely  as  a criminal  role.  In  reaction,  those  who  advocate  treating 
addiction  as  a medical  problem  have  tended  to  emphasize  that  crime  is  a 
result  of  the  way  addicts  are  dealt  with  and  not  an  antecedent  condition. 

I think  this  question  of  the  relationship  of  crime  and  addiction 
has  inportance  for  many  other  questions  raised  here.  From  studying  this. 
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we  can  obviously  get  some  clues  to  the  genesis  of  addiction  that  will 
have  consequences  for  treatment,  for  the  management  of  patients  in  the 
institutions,  for  the  extent  of  freedom  that  they  can  be  allowed  and 
the  extent  to  which  they  have  to  be  controlled  and  so  ono  We  have  heard 
the  contention  that  simply  treating  their  addiction  will  turn  them  into 
more  efficient  criminals  instead  of  making  them  law  abiding  citizens  with 
regular  jobso  The  main  arguinent  at  the  conference  has  had  to  do  with 
how  satisfactory  the  evidence  is  because  much  of  it  appears  to  be  based 
on  criminal  records » It  was  argued  that  you  can’t  determine  from  that 
source  the  time  at  which  addiction  began » I think  the  point  is  well 
taken » 

On  the  other  hand,  the  evidence  from  tiro  Couse  was  that  aLmost 
all  the  people  thej’-  have  seen  at  the  John  Howard  Society  have  had  prior 
criminality^  I assume  they  determined  the  point  of  addiction  by  interviewing 
the  addicts  and  didn’t  depend  on  narcotic  conviction  information  from 
the  criminal  records « There  also  seems  to  be  similar  evidence  from  the 
Stevenson  report  in  British  Columbia  but  I am  not  sure  how  reliable 
the  data  are^  We  heard  cited  a study  done  in  the  United  States  some  time 
ago  by  Pescor  which  contended  the  opposite » I understand  this  study  was 
based  on  about  a thousand  cases  admitted  to  Lexington  and  he  found  that 
the  minority  had  prior  criminalityo  I suppose  we  have  to  look  more  fully 
at  Pescor ’s  evidence  before  we  can  assess  ito  The  weight  of  evidence, 
and  it  is  not  a scientific  conclusion,  points  to  the  fact  that  rather  a 
large  proportion  of  our  ‘’criminal"  addicts,  that  is  the  addicts  who  are 
now  addicted  and  engaged  in  crime  did  have  some  background  of  crime 
before  they  became  addicted « 

A general  argument  was  put  forward  in  terms  of  plausibilityo 
Mr.  Kirkpatrick  brought  up  the  fact  that  the  sheer  availability  of  drugs 
has  to  be  taken  into  account o The  fact  that  the  traffic  is  illegal  in 
our  society  makes  it  difficult  for  a person,  unless  he  becomes  medically 
addicted,  to  get  hold  of  the  drug  in  the  first  place  -unless  he  has  a 
contact  and  these  contacts  are  found  largely  in  the  criminal  world = The 
study  of  sources  of  supply  involves  certain  problems  which  aren’t  involved 
in  alcoholism  and  this  is  so  truistic  I don’t  need  to  emphasize  ito  This 
is  hidden  behaviour  to  a much  greater  extent  than  alcoholismo  The 
consequences  of  being  found  out  are  so  extreme  that  the  individual  goes  to 
great  lengths  to  hide  his  habit o It  has  been  further  argued  at  this  conference 
that  as  a consequence  of  this  way  of  life  there  is  a great  tendency  for 
the  addict  to  lie  and  to  exploit  people  and  therefore  this  raises  peculiar 
problems  in  trying  to  find  out  what  the  facts  really  are.  It  has  been 
irrplied  that  researchers  are  somexvhat  more  naive  than  I would  like  to 
think  they  are  in  regard  to  accepting  statements  at  face  value » 

Dro  Hobbs  suggested  one  form  of  research  here,  a type  of  data 
that  might  tell  us  something  more  of  the  sequence  of  events.  He  argued 
that  we  lack  studies  of  the  natural  history  of  addiction.  We  seem  to 
have  little  good,  well-verified  material  on  the  life  history  of  addicts 
which  would  enable  us  to  tell  the  phases  involved  in  addiction.  It  has 
been  suggested  that  if  they  are  criminals,  there  is  something  different 
about  their  participation  in  crime  before  they  became  addicted  that 
distinguishes  them,  from  criminals  who  are  not  prone  to  addiction. 

Dr.  Eve son  has  the  impression  that  addicts  tend  to  be  more  passive  than 
other  criminals  and  less  well  integrated  in  the  criminal  world. 
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This  has  been  substantiated  by  some  of  the  recent  New  York  studies  of 

juvenile  gangs..  These  studies  show  that  the  juvenile  gang  raeiiibers  who 

ultimately  become  addicts  tend  to  be  on  the  periphery  of  these  juvenile 

gangs  - they  are  in  a sense  "double  failures''o  They  didn^t  or  couldn’t 

really  get  along  in  the  juvenile  gang  world. 

» 

Another  problem  which  came  up  was  described  in  the  President’s 
Ad  Hoc  Committee  Report  by  the  term  "maturing  out".  Mr,  Hammond’s  paper 
revealed  that  most  addicts  do  not  remain  addicts  all  their  lives;  they 
tend  to  disappear  from  his  population  between  the  ages  of  35  and  40. 

There  does  seem  to  be  some  kind  of  "spontaneous  recovery"  if  that  is  the 
right  term.  This  would  seem  to  be  a problem  well  worth  studying  and 
might  be  studied  through  authenticated  life  histories.  It  seems  to  be  a 
somewhat  different  pattern  than  that  seen  in  the  general  criminal 
population  where  the  highest  frequency. is  at  the  earliest  ages  and  declines 
rapidly  thereafter.  I take  it  that  in  this  addict  population,  the  decline 
starts  somewhat  later,  around  30  years  of  age  or  so. 

The  question  has  been  asked:  where  do  these  people  go?  It  was 
suggested  that  probably  some  of  them  end  up  on  skid  row.  Generalizing 
from  our  sanple  of  250  chronic  drunkenness  offenders  in  Toronto  possibly 
not  more  than  thirty  of  the  hkid  row  alcoholics  in  the  city  are  former  heroin 
addicts  so  this  doesn’t  account  for  a large  proportion  of  those  who 
retire  from  narcotic  addiction. 

It  is  not  just  a question  of  where  do  they  go  but  why  do  they 
quit'.:  What  is  involved  in  this  process  of  maturing-out?  I suppose  if 
we  knew  something  more  about  spontaneous  recovery,  we  might  know  more  about 
therapy.  Dr.  Laverty  made  the  point  that  therapy  is  largely  a process  of 
comrauni cation.  I assume  that  what  is  being  done  in  the  process  is  helping 
the  individual  to  some  extent  to  help  himself  and  if  we  know  more  about 
spontaneous  recovery  xve  know  more  about  how  abstinence  can  be  brought  about. 

Mr.  Hammond’s  paper  also  raised  questions  of  the  prevalence  of 
addiction  to  drugs  other  than  the  opiates  or  the  synthetics  and  the  current 
•■trends.  Mr.  Hammond  indicated  that  the  use  of  amphetamines,  barbiturates 
and  tranquillizers  was  increasing  and  perhaps  addiction  to  marijuana, 
at  a time  when  opiate  addiction  is  decreasing  both  in  absolute  numbers 
and  in  rates.  How  one  gets  at  this  I do  not  know  but  it  does  indicate 
the  need  for  field  studies  which  would  try.  to  locate  and  identify  the 
population  addicted  to  these  various  drugs.  Such  studies  might  also  have 
relevance  to  the  question  of  the  sequence  of  the  use  of  different -drugs. 

Does  one  lead  to 'another  and  if  so,  what  it  is  that  causes  people'  to  turn 
from  one  to  another?  Many  times  in  the  literature  we  find  the  question 
of  whether  or  not-  the  use  of  marijuana  has  some  necessary  connection  with 
the  later  use  of  heroin. 

" Another  somewhat  related  question  that  marijuana  brings  to  mind 
is  why  we  control  some  drugs  and  not  others.  VJhy  do  we  have  stringent 
controls  and  relatively  severe  penalties  for  some  drugs  and  not  on  others? 
vVJhy,  on  the  one  hand,  are  heroin  and  marijuana  highly  controlled  drugs  with 
very  severe  "consequences  if  you  are  caught  trafficking  or  using  them, 
while,  oh  the  other  hand,  alcohol  and  nicotine  are  easily  accessible. 
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I think  the  implications  of  the  question  are  that  there  are  no  consistent 
pharmacological  or  medical  grounds  to  explain  the  inclusion  or  exclusion 
of  all  of  these  drugs  in  terms  of  physical  dependence  or  tolerance  or 
irreversible  damage » It  seems  likely  that  legislators  reflect  public 
values  and  stereotypes  in  making  these  decisions,  and  that  the  answers  are 
to  be  found  in  studies  of  public  opinion  prevailing  at  the  time. 

Dro  Halliday  suggested  that  perhaps  we  should  look  back  at  what 
happened  when  the  first  Opium  Act  was  passed  in  Canada  after  the 
investigations  of  Mto  Mackenzie  King  at  the  time  of  the  Chinese  riots 
in  Vancouver  and  seek  some  answers  there.  It  may  have  something  to  do  with 
attitudes  towards  the  type  of  person  who  was  using  these  substances  at 
the  time » The  habit  was  associated  with  the  Chinese  and  I gather  to  some 
extent  also  with  people  who  would  be  regarded  as  riff-raff  in  that  type 
of  frontier  community  and  were  not  Chinese,  It  seems  to  me  this  would 
be  a worthwhile  study  and  might  be  pursued  as  a piece  of  straight 
historical  research,  simply  going  back  and  tracing  evidences  of  public 
opinion  and  legislative  debate  at  the  time  these  Statutes  were  brought 
in  and  on  occasions  when  they  were  amended, 

I don’t  think  this  is  entirely  an  academic  question.  Surely  if 
the  problem  is  to  be  dealt  with  wholesale,  it  is  going  to  be  necessary 
to  change  public  attitudes  towards  these  substances  by  dealing  with 
popular  misconceptions.  Any  policies  on  the  part  of  governments  or  public 
bodies  will  obviously  have  to  have  the  sanction  of  public  opinion,  I 
was  interested  that  when  the  President’s  Ad  Hoc  Panel  on  Drug  Abuse 
talked  about  education,  they  didn’t  seem  to  be  just-  talking  about  educating 
people  about  the  dangers  of  drugs  - they  also  seemed  to  be  talking  about 
enlightening  the  public  about  the  real  nature  and  consequences  of 
addiction  to  various  substances.  Apparently  they  are  thinking  of  the 
effect  of  public  opinion  on  public  policy. 

Another  field  we  have  touched  on  in  our  discussions  - this  is 
opening  Pandora’s  box  - is  that  of  etiology.  Close  parallels  obviously 
exist  in  the  way  problems  are  phrased,  between  alcoholism  and  narcotic 
addiction.  One  is  likely  to  run  into  the  same  problems  of  sorting  out 
the  inter-relationships  between  psychological  vulnerability  and  the 
predisposing  social  circumstances. 

As  with  other  types  of  deviation,  there  are  significant  differences 
in  rates.  Narcotic  addiction  does  not  occur  equally  in  all  societies 
nor  at  random  within  any  given  society.  Obviously  some  occupational  and 
other  strata  in  society  have  high  rates  but  within  them  there  is  still 
a selective  process.  Among  individuals  equally  exposed  to  addiction,  only 
some  become  addicted.  Therefore  it  seems  plausible  to  believe  that  there 
are  differences  in  psychological  vulnerability.  Again,  the  New  York  studies 
of  adolescent  users  are  rather  revealing  because  they  study  gangs  in  which 
all  members  of  the  gang  have  been  e^qDosed  to  the  use  of  narcotic  drugs. 

They  had  all  experimented  with  drugs  and  tried  them  for  casual,  recreational 
use.  But  only  a minority  of  these  adolescents  who  were  exposed  went  on 
to  become  full-fledged  addicts  — career  addicts  as  it  were.  The  people 
doing  the  studies  found  considerable  differences  in  the  extent  of  psychological 
disturbances  in  those  who  went  on  and  those  who  were  able  to  sample  the  drug, 
to  use  it  recreationally,  and  then  drop  it,  I think,  also,  in  the  abstract 
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we  night  expect  psychological  vulnerability  to  be  particularly  important 
in  this  type  of  behaviour  because  this  deviance  is  so  strongly  frowned  on. 
Using  the  ideas  that  Jellinek  formulated,  the  extent  of  social  disapproval 
would  lead  one  to  expect  that  people  would  have  to  be  rather  markedly 
disturbed  to  do  something  that  represented  such  a high  degree  of  deviance, 
of  social  disapproval  and  of  catastrophic  consequences. 

Vie  have  had  a number  of  ideas  brought  forvjard  — I am  not  going 
to  attempt  to  summarize  them  — about  the  predisposing  characteristics  of 
addicts.  This  seems  to  parallel  writings  in  the  field  of  alcoholism  which 
will  be  familiar  to  most  of  you. 

There  seems  to  be  a common  methodological  problem  throughout  the 
addiction  field.  Many  of  the  statements  made  must  be  based  on  clinical 
impressions,  on  observing  people  who  have  been  addicted  for  a period  of 
time  and  whose  personalities  therefore  have  been  influenced  by  what  they 
have  gone  through.  In  other  words,  they  deal  with  a contaminated  sample 
so  that  all  inferences  about  the  pre-addiction  personality  must  be  regarded 
skeptically. 

We  have  heard  mention  here  of  various  significant  differenced- 
in  rates  although  this  hasn^t  been  pursued  very  far.  There  seem  to  be 
occupations  which  are  more  vulnerable  than  others;  the  medical  profession 
being  the  obvious  one  and  apparently  also  the  criminal  population. 

British  Columbia  seems  to  have  a much  higher  rate  than  the  rest  of  Canada. 
North  American  countries  - Canada  and  the  United  States  - seem  to  have 
higher  rates  than  European  countries.  I think  it  is  fair  to  say  that  these 
differences  in  rates  probably  can  not  be  explained  by  differences  between 
these  occupations  on  countries  or  provinces,  in  the  proportion  of 
vulnerable  personal! ties.:- ‘ All  the  complex  social  factors  that  encourage 
or  discourage  addiction  must  play  a considerable  role.  Availability  had 
been  one  specific  fact,  that  has  been  brought  in;  also  the  idea  of  contagion 
which  seems  to  apply  particularly  to  the  criminal  addict.  Evidently  one 
user  learns  from  another  and  this  tends  to  perpetuate  addiction  in  some 
groups  and  preclude  it  in  others. 

Of  central  concern  is  the  difference  in  rates  between  Great 
Britain  and  Canada.  Dr.  Schur  has  indicated  that  the  system  of  control 
may  have  some  bearing  here  but  I don^t  think  he  would  argue  that  it  is 
enough  to  explain  the  very  marked  difference  in  prevalence.  I think  he 
would  argue  this  goes  towards  explaining  the  extent  of  criminality  in  the 
addict  population  rather  than  the  large  disparity  in  rates. 

It  has  been  pointed  out  by  Dr.  Halliday  that  in  British  Columbia 
the  traffic  was  established  early.  Therefore  they  have  had  an  organization 
dealing  in  drugs  and  high  availability  ever  since  the  passing  of  the  first 
Opium  Act.  This,  he' pointed  out,  doesn^t  seem  to  be  sufficient  in  itself 
to  explain  the  high  rate  as  they  also  have  high  rates  for  all  types  of 
deviant  behaviour  in  B.C.  - divorce,  alcoholism,  delinquency,  crime,  suicide 
and  so  on.  There  must  be  other  predisposing  social  factors  in  addition 
to  availability  which  help  to  account  for  the  high  rate  of  addiction. 
Apparently  we  need  more  studies  of  the  social  side  which  would  parallel  some 
of  the  revealing  studies  of  differences  in  rates  of  alcoholism  for  ethnic 
and  national  groups.  •• 
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Another  question  that  has  come  up  - perhaps  the  most  important 
question  for.  this ^conference  - is  the  relationship  between  treatment  and 
research o This  is  especially  significant  because  we  are  now  at  a point 
where  new  experiments  are  going  to  be  tried  in  this  field..  Therefore  the 
discussion  of  relating  research  and  treatment  would  seem  to  be  parti- 
cularly timelyo 

Two  points  of  view  have  been  stated o The  first  one  wasn^t  very 
strongly  upheld  but  it  was  stated  that  therapy  should  precede  research® 

The  argiiment  here  seems  to  be  in  terms  of  the  unfavorable  effect  that, 
research  would  have  on  therapy;  the  fishy-eyed  researcher  in  contact  with 
the  addict  would  scare  him  off® 

The  other  argument,  which  was  strongly  upheld,  was  that  there  is 
no  way  of  assessing  the  effectiveness  of  therapy  unless  research  is  built 
in  from  the  beginning,  unless  the  treatment  is  so  organized  that  it  is 
in  effect  a controlled  experiment  - a controlled  experiment  in  which  you 
have  finer  measures  of  success  than  mere  recidivism®  There  was  some 
discussion  of  the  highly  selected  nature  of  many  of  the  groups  that  are 
being  treated®  One  cannot  generalize  from  these  groups  to  the  addict 
population  because  of  self-selection  and  use  of  other  criterion  of 
selection  that  determine  who  will  get  treatment®  They  are  not  repre- 
sentative of  the  total  addict  population® 

I think  it  was  Dr.  Hobbs  who  argued  by  analogy  from  the  difficulties 
experienced  in  stud3dng  insulin  shock  treatment®  The  profession  waited 
too  long  before  they  tried  to  do  controlled  experiments®  By  the, time 
they  got  aroTind  to  it,  the  demand  for  this  treatment 'had  become  such  that 
it  couldn’t  be  denied  to:  anyone  in  order  to  have  control  groups  of 
untreated  individuals  ® It  was  pointed  out  that  the  ideal  controlled 
experiment  was  one  in  which  you  had  matched  addict  groups,  with  one 
given  treatment  and  one  denied  treatment®  Bat  it  was  also  pointed  out  that 
this  was  not  mandatoryd  One  could  use  one  group  if  one  was  prepared, 
systematically  and  realistically  to  gather  ’’before”  and  ’’after”  information 
on  the, treated  individuals®  This  method  could  be  used  to  compare  different 
t3q)es  of  treatment®  The  relation  between  research  and  treatment  extends 
beyond  methods  of  psychotherapy  to  other  aspects  of  treatment  such  as 
the  size  of  the  therapeutic  unit,  the  effectiveness  of  parole,  etc®  The 
whole  discussion  pointed  to  the  desirability  of  arranging  for  research 
in  advance  before  any  new  measures  are  tried® 

There  was  very  little  said  at  the  conference  about  the  pharm-  . T . 
acological  and  biochemical  aspects  of  addiction®  We  did  discuss  briefly 
the  pharmacological  explanation  for  the  addicts’  preference  for  heroin  and 
Dr.  Ferguson .gave  us  an  answer.  We  also  had  some  discussion  as  to  whether; 
the  proportion,  of  heroin  in  capsules  on  the  illicit  market  had  been 
decreasing  dyer  time„thus  causing  a certain  amount  of  involuntary  with- 
drawal. This  suggests  some  research  that  Dr.  Farmilo  might  do  but  I’m 
sure  that  he  needs  suggestions  for  further  research  ’’like  he  needs  a 
hole  in  the  head”. 

TTiis  summary  has  been  an  attempt  to  bring  together  some  of.  the 
questions  of  relevance  to  research  that  have  arisen  during  the,  conference® 
Since  most  of  these  questions  were  incidental  to  the  discussions  of  control, 
and  treatment  that  occupied  most  of  our  time,  the  outcome  is  not,  ihT  any 
sense,  a program  for  research® 
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SUMMARY  OBSERVATIONS  - LEGAL  VIEIVPOINT 

Prof.  R,  St,  J,  Macdonald,  LLB.,  LLM., 

Faculty  of  Law, 

University  of  Toronto. 

Law  is  only  hand-maiden  to  policy,  and  the  important  questions  are 
the  questions  of  policy  and  not  the  questions  of  the  letter  of  the  law.  I 
thought  that  it  might  be  helpful  to  organize  my  remarks  around  two  heads, 
general  and  specific,  dealing  mainly  with  the  legal  side  but  slipping  over 
into  specifics  in  one  or  two  matters  of  policy. 

I think  we  have  seen,  broadly  speaking,  that  the  legislation  on 
narcotic  policy  divides  itself  into  two  phases,  firstly,  from  I9O8  to  I96I 
and,  secondly,  from  I96I  to  the  present  time. 

During  the  first  phase,  the  object  of  the  Opium  and  Narcotic  Drug 
Act  was  to  control  the  domestic  distribution  of  drugs  and  to  cope  with  the 
illicit  traffic  without  unreasonably  interfering  with  the  distribution  of 
narcotics  for  legitimate  medical  and  scientific  programs.  The  statute  was 
referred  to  from  time  to  time  as  being  a complete  code  of  law  on  narcotic 
drugs,  and  as  such  the  legislation  purported  to  effect  a balance,  a 
proportion,  between,  on  the  one  hand,  prohibition  in  the  interests  of 
suppressing  the  illicit  traffic  and,  on  the  other  hand,  the  needs  of  supply 
and  drug-availability  for  medical  personnel,  pharmaceutical  houses  and 
others  for  medical  purposes.  To  put  it  in  a nutshell,  the  object  of  the 
statute  was  to  protect  the  public  against  the  improper  use  of  drugs.  And  to 
this  end  the  impoirbation,  sale,  distribution  and  indeed  the  use  of  these 
drugs  was  prohibited,  save  for  medicinal  and  scientific  purposes.  As  we 
have  seen,  the  statute,  additionally,  effected  considerable  curtailment  of 
the  rights  of  physicians  to  distribute  these  drugs  and,  consciously  or 
unconsciously,  it  worked  to  separate  the  narcotic  addict  from  the  medical 
profession.  It  made  it  impossible  for  the  addict  to  acquire  narcotics 
legally  and  it  punished  him  when  he  acquired  them  illegally.  To  that  extent, 
the  statute  can  be  regarded  as  having  ignored  the  biological  compulsions  of 
the  sickness  and  having  cast  its  lot,  so  to  speak,  in  the  camp  of  enforce- 
ment. Certainly  as  a criminal  law  statute  it  manifested  a strong  belief  in 
the  efficacy  of  enforcement. 

Now  in  the  second  phase,  as  of  June  12th,  1961,  we  had  a different 
view.  All  those  who  participated  in  the  debate  in  the  House  of  Commons, 
including  the  Minister  who  introduced  the  Act,  admitted  that  despite  the 
best  efforts  of  the  law  enforcement  agencies  the  former  policy  had  not  been 
completely  successful  and  that  what  was  needed  was  some  new  emphasis  on  the 
medical  and  correctional  side 5 and  so  we  got  the  Narcotic  Control  Act  of 
1961,  I think  that  this  is  an  important  piece  of  legislation.  It  is  based, 
as  the  papers  presented  told  us,  on  the  Report  of  the  Senate  in  1955  and  on 
Bill  80  which  was  introduced  in  the  Senate  in  1957,  and  on  the  study  and 
examination  which  took  place  between  1957  and  I96I.  So  in  retrospect  I think 
we  can  say  that  a period  of  intense  activity  developed  between  1954  and  I96I. 
The  matter  was  carefully  examined  in  the  context  of  our  own  society,  and  on 
a comparative  basis,  and  when  the  new  Bill  was  introduced  and  finally  passed, 
the  old  Opium  and  Narcotic  Act,  which  had  been  our  basic  legislation  for  more 
than  forty  years,  was  swept  away.  It  is  true  that  certain  punitive  aspects 
were  retained,  indicated  by  the  indictable  offenses  in  sections  3-6,  but  a 
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move  was  made  to  recognize  the  medical  problems,  a new  flexibility  was  intro- 
duced by  allowing  greater  freedom  for  regulations,  and  so  ono  So  I think  we 
have  a very  interesting  statute  here.  It  is  a good  statute,  and  when  the 
time  comes  in  the  future  to  speak  of  the  contribution  Canada  has  made  on  the 
legislative  side  to  the  resolution  of  the  problem,  the  work  of  those  in 
Ottawa  and  the  provinces  who  have  devoted  so  much  time  and  effort  to  this 
thing  will  bulk  very  large  indeed,  I would  like  to  emphasize  that  I think 
the  statute  is  a good  one  and  that  we  owe  an  immense  debt  of  gratitude  to 
those  who  over  that  six  or  seven  year  period  put  so  much  into  it, 

I want  to  emphasize  that  because  now  I want  to  go  on  to  say  some- 
thing which  I don^t  think  is  in  any  way  contradictory  of  that  justly  merited 
praise,  and  that  is  this?  I think  it  is  awfully  important  that  our  attitude 
to  this  statute  be  one  of  detached,  scientific,  objective  appraisal  and 
evaluation,  and  that  the  statute  and  its  policies  be  regarded  as  being  in 
the  nature  of  a fortress  from  which  to  advance,  rather  than  a fortress 
within  which  to  hide  and  fend  off  criticism.  Simply  because  this  emanates 
from  Ottawa  should  never  be  regarded  as  an  excuse  for  failing  to  re-examine 
or  re-evaluate  its  conditions  as  times  change.  It  was  not,  as  it  were,  writ 
on  tablets  of  stone;  it  is  not  sacrosanct;  and  it  becomes  a mature, 
progressive  society  to  keep  its  programme  of  law  under  constant  observation. 
Now  speaker  after  speaker  has  said  that  there  are  many  imponderables  in  the 
subject;  that  the  whole  addiction  phenomenon  is  a great  mystery;  that  there 
are  doubts,  difficulties  and  confusions.  Can  it  be  said  then  that  this 
statute  is  the  repository  of  all  wisdom  on  the  matter?  Can  it  be  said  that 
it  has  finally  settled  things?  I think  that  we  would  be  less  than  honest 
if  we  were  to  answer  in  the  affirmative.  We  have  had  a period  of 
considerable  activity  from  1954  to  1961,  and  we  certainly  want  to  allow  the 
statute  time  to  work  itself  out  — to  test  its  experience  — but  we  also 
need  to  keep  it  under  constant  critical  review.  That  would  be  my  general 
approach,  Mr,  Chairman , 

In  addition,  it  is  important  to  keep  in  mind  that  there  are  two 
guidelines  now  established  in  relation  to  the  subject  — one  external  and 
one  internal. 

Externally,  we  now  have  the  Single  Narcotic  Convention,  That  is 
an  international  treaty,  an  obligation  which  binds  this  country.  It  tells 
us  what  we  can  or  cannot  do  about  heroin.  It  tells  us  what  we  can  or  cannot 
do,  generally  speaking,  about  the  use  of  these  drugs.  It  is,  in  a sense, 
like  the  debate  now  on  over  nuclear  warheads.  If  we  change  our  internal 
policy  on  this  matter  we  must  seek  a change  in  that  Treaty,  And  I take  it 
we  would  have  to  wait  now  to  get  out  of  it  some  way  or  another.  That  will 
be  very  important  for  those  who  would  seek  to  use  heroin. 

Internally,  it  must  be  kept  in  mind  that  we  have  a division  of 
constitutional  powers.  We  have  the  federal  government  by  and  large  confined 
in  this  area  to  criminal  lav^  matters  and  to  the  apprehension  and  punishment 
of  those  criminals  who  are  addicted.  Matters  of  health  and  welfare,  many 
matters  pertaining  to  juvenile  delinquency,  of  which  I understand  addiction 
is  but  a part,  are  for  the  provinces.  While  Part  2 of  the  statute  is  very 
helpful  in  providing  for  co-operation  between  the  provincial  and  federal 
authorities,  we  must  not  expect  the  federal  government  to  do  those  things 
which  are  beyond  its  legislative  field. 
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More  specifically,  I want  to  say,  once  again,  that  in  my  view  it 
would  be  desirable  if  the  courts  were  to  pour  some  content  into  the  due 
process  provision  of  the  Bill  of  Rights,  and  if,  thereby,  the  police  were 
deprived  of  the  fruits  of  their  illegal  searches  and  seizures.  We  need  to 
remember  that  as  our  population  increases,  that  as  our  problems  become  more 
complicated,  that  as  the  tensions  of  society  multiply  that,  in  the  context 
of  this  situation,  as  we  fail  to  protect  the  weak,  the  lonely,  the  rootless, 
so  we  jeopardize  our  abilities  to  protect  and  safeguard  the  best  elements  in 
society.  So  I am  in  favour  of  cutting  dovm  the  police  power  of  search  and 
seizures  it  is  quite  vride  enough  and  quite  sufficient  without  these  extremes. 
Similarly,  I am  opposed  to  the  retention  of  the  Writ  of  Assistance  under  the 
Narcotic  Control  Act,  It  is  obscure  and  there  is  very  little  on  it.  We 
have  a research  programme  going  at  the  University  on  these  writs  and  it  may 
be  at  a later  time  someone  may  be  able  to  report  on  it.  But  at  the  moment 
I see  no  justification  for  retaining  it.  The  burden  of  proof,  which  was  the 
third  matter  I mentioned  yesterday,  may  have  to  stand  as  it  is.  We  will  let 
the  courts  work  that  one  out. 

On  the  question  of  lengthy,  indeterminate  sentences,  I think  that 
we  have  to  go  very  slowly,  the  simple  reason  being  that  there  is  a danger 
that  people  vn.ll  disappear  into  the  dark,  damp,  deep  dungeon  and  never  be 
heard  from  again.  Until  we  know  a little  more  about  the  treatment  of 
addictioni  until  we  are  sure  how  addicts  are  going  to  be  released,  and  to 
whom,  and  on  vrhose  say  so,  it  is  preferable,  in  this  initial  stage,  to  err 
on  the  side  of  individual  liberty  and  to  stick  with  the  determinate 
sentence,  especially  if  the  addict  on  parole  is  going  to  be  undergoing 
treatment  of  a community-oriented  nature  rather  than  of  a punitive  nature. 

Finally  I think  that  it  has  been  extremely  helpful  to  have  the 
important  clarification  on  the  position  of  the  physician  under  the 
regulations.  It  is  important  to  knox'f  that  it  is  for  doctors  themselves  to 
define  this  phrase  ”good  medical  practice*’  and  that,  contrary  to  widespread 
belief,  the  provision  of  narcotics  to  addicts  to  support  addiction  might  be 
justified  on  the  grounds  of  good  medical  practice.  Consistent  with  an 
attitude  of  support  for  the  federal  programme,  consistent  with  an  attitude 
of  disinterested,  scientific  investigation,  we  should  novr  consider  the 
possibility,  on  a modest  scale,  of  trying  out  some  kind  of  diversification 
of  programmes,  some  kind  of  experimentation,  some  kind  of  imaginative 
efforts  that  vri.ll  not  compete  but  will  supplement  what  the  people  in 
Ottav;a  are  doing,  V’e  should  consider  very  carefully  what  Lady  Frankau  has 
shown  us  during  this  conference  and  attempt,  in  our  Canadian  way,  to  see  if 
we  can  do  here  for  our  addicts  what  she  has  been  doing  there  for  hers,  and 
ours,  in  Britain, 
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Addiction  Research  Foundation 

In  terms  of  the  questions  we  suggested  the  other  day,  we  now 
have  answers  to  some;  ansv;ers  to  others  are  still  to  come  as  the 
discussion  develops  further,  and  to  some  others  there  will  probably  be 
no  answers.  However,  the  very  act  of  recognizing  what  we  know  and  v/hat 
we  don’t  know  and  where  we  may  go,  as  outlined  by  the  two  earlier 
speakers  this  morning,  will  give  us  some  direction  of  movement.  I 
Want  to  discuss  the  clinician’s  point  of  view  and  make  a few  observations 
arising  from  the  discussion. 

First,  let  us  consider  the  addict.  I'diat  do  we  really  know  about 
the  addict?  It  has  been  suggested  that  we  will  have  to  learn  much  more 
about  the  natural  history  of  the  illness  and  the  total  epidemiology  of 
the  situation.  In  this  area  we  seem  to  have  a lot  of  difficulty  in 
deciding!  is  this  fellow  a prior  criminal,  a delinquent?  Is  addiction 
in  the  main  indigenous  to  his  environment  and  is  it  good  or  is  it  bad 
in  terms  of  what  we  are  going  to  deal  with? 

From  a clinician’s  point  of  view  this  continued  definition  of 
addicts  as  medical,  professional  or  criminal  addicts  doesn’t  offer  too 
much  except  in  a negative  sense.  It  was  suggested  that  a more  d3mamic 
picture  might  evolve  by  taking  into  account  all  those  factors  on  the 
neurotic  side  and  those  on  the  acting-out  or  sociopat hie  side  of  the 
scale  and  applying  them  to  people  in  each  of  these  categories.  From  the 
point  of  viex"/  of  treatment,  this  would  allow  us  to  understand  more  of  the 
dynamics  going  on  in  the  addiction,  of  what  is  going  on  in  treatment, 
of  what  we  can  expect  in  terms  of  the  person’s  needs  relative  to  relapse 
and  relative  to  acting-out  behaviour.  This  should  help  to  explain  the 
variety  of  interactions  that  we  can  expect  in  the  treatment  situation 
and  in  the  total  social  milieu. 

We  think  of  Lady  Frankau’s  system  of  using  drugs  and  we  see 
that  there  are  some  types  of  personalities  which  will  take  themselves  off 
drugs  for  varying  periods  of  time.  This  would  seem  to  be  in  keeping  with 
the  person  who  ■^^dll  act  out  against  his  environment  and  is  at  this  point 
acting  out  against  the  drug,  as  compared  with  the  more  neurotic  person 
whom  we  feel  vdll  be  much  more  difficult  to  treat,  much  more  clinging 
to  the  chemical  of  his  choice. 

As  we  begin  to  look  at  this  situation  we  will  begin  to  get 
more  perspective.  We  are  not  dealing  with  a homogeneous  situation;  we 
are  dealing  with  a situation  made  up  of  as  many  varied  possibilities 
as  there  are  people.  The  only  really  common  factor  we  have  is  the 
chemical  which  they  are  abusing  at  the  time. 

As  Prof.  Gif fin  suggested,  in  order  to  get  to  know  the  addict 
there  is  much  more  to  be  understood  about  him  or  her,  about  the  sociological 
factors,  the  psychological  and  epidemiological  factors  as  well  as  the 
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medical,  physical  and  pharmacological  factors  of  this  illness.  This 
appears  from  the  discussion  we  have  had  here,  to  indicate  the  lines  along 
which  a community  clinic  can  develop. 

I^Tien  we  come  to  the  process  of  addiction,  we  really  do  not  know 
what  this  process  is  pharmacologically.  We  have  some  difficulty  in  our 
own  minds  as  to  whether  the  addiction  is  a crime  or  a disease.  Lady 
Frankau  pointed  out  an  interesting  pharmacological  factor.  When  giving 
her  Canadian  addicts  heroin  for  self  administration  she  found  that  they 
didn^t  get  any  drive  or  kick  from  it.  She  would  then  try  to  find  out 
what  was  in  the  Canadian  caps  but  was  unable  to  duplicate  it.  The  closest 
she  could  come  to  it  was  with  the  use  of  cocaine.  It  seems  that  the 
suggestibility  of  the  addict  and  the  psychological  factor  in  this,  plays 
a large  role.  The  drive  or  kick  may  be  as  much  psychological  as 
pharmacological.  He  is  told  in  the  beginning  what  to  expect,  he 
usually  fixes  in  company  with  someone  and  often  gets  high  just  by  watching 
his  buddy  fix.  Tied  in  with  the  hunt  and  the  chase,  this  reinforces 
some  of  the  factors  we  referred  to  in  terms  of  deviant  behaviour.  Clearly, 
some  of  this  immediate  effect  may  be  as  much  psychological  as  pharmacological. 

li\[hen  we  come  to  think  of  the  situation  we  discussed  as  crime  or 
disease  pattern,  we  are  able  to  come  around  to  looking  at  the  situation 
more  from  the  viewpoint  of  a disease  concept  in  a total  sense,  much  in 
the  same  way  as  we  have  with  alcoholism.  This  brings  us  to  an  area 
where  treatment  philosophies  can  begin  to  reply.  It  brings  us  to  the 
possibility  of  looking  at  narcotic  addiction  in  its  true  perspective,  in 
terms  of  its  incidence  and  in  terms  of  its  so cio- cultural  influences,  as 
compared  with  alcoholism  or  other  drug  disorders  that  are  becoming 
apparent.  Perhaps  now  we  can  begin  to  focus  on  this  particular  area  of 
disturbance  in  its  proper  perspective  rather  than  letting  the  press  or 
public  opinion  precipitate  us  into  disproportionate  emphasis  on  certain 
aspects  of  these  problems. 

The  clinician  is  interested,  as  I'l*.  Hammond  has  pointed  out,  in 
the  substitution  of  chemicals  that  is  going  on  with  some  addicts  and  in 
how  we  can  learn  more  about  this.  This  is  substitution  of  one  chemical 
for  another,  depending  on  the  supply  and  on  the  ability  of  the  individual  to 
obtain  satisfaction  from  chemicals  that  are  totally  different  in  their 
pharmacological  action  and  yet  are  acceptable  to  the  addict. 

In  regard  to  the  criminal  factor  alluded  to,  we  may  have  to 
accept  the  fact  that  perhaps  there  are  criminals  in  the  true  sense  of  the 
word,  as  Lady  Frankau'^s  and  Dr,  Halliday’s  records  indicate,  and  that 
these  people  may  have  to  be  dealt  with  on  legal  lines  and  their  addiction 
treated  secondarily.  It  appears  from  my  own  observations  that  this  type 
of  behaviour  might  be  considered  in  the  minority  relative  to  a 
community  treatment  project  rather  than  as  a majority. 

The  clinician  would  seem,  from  our  discussion  of  the  Narcotic 
Control  Act,  to  agree  with  the  need  for  control  of  import  and  export  and 
trafficking  violations  and  we  are  quite  content  to  leave  these  as  a legal 
responsibility.  But  one  is  concerned  about  definitions  that  might  be 
involved  here.  An  active  addict  may  be  found  ^d.th  a few  capsules  in 
his  possession,  which  may  be  part  of  the  requirements  of  the  day  for 
himself,  his  buddy  and/or  his  wife,  V\niat  amount  would  be  interpreted 
in  law  as  trafficking  rather  than  as  taking  drugs  home  to  pass  on  to  someone 
else  without  any  monetary  exchange?  One  wonders  if  we  need  more  clarification 
of  the  law  in  this  area. 
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From  the  treatment  point  of  view,  we  see  the  possibility  of 
therapy  being  effective  in  varied  settings  - outpatient  clinic  resources, 
private  practice  resources,  correctional  settings  and  parole  supervision o 
There  would  seem  to  be  difficulty  in  assessing  the  varied  reasons  for 
success  of  these  resources.  Some  observations  seem  to  boil  down  to  the 
fact  that  the  art,  skill,  interest  and  acceptance  of  the  therapist  or 
the  therapeutic  team  would  appeal*  to  be  a major  factor#  Observation  of 
methods  and  assessment  of  methods  may  help  to  detect  other  factors  which 
may  be  associated  with  this.  In  which  way  are  the  human  relationships 
or  the  chemical  relationships  the  stabilizing  factor  for  the  individual? 

Or  will  the  blending  of  these  two  relationships  eventually  develop 
strengths  which  may  support  the  patient  and  result  in  a weaning  from  the 
chemical  relationships? 

In  our  discussions,  one  of  the  areas  of  conflict  has  been  between 
voluntary  treatment  and  treatment  under  coercion.  It  would  seem  to  me 
that,  in  any  setting,  the  ability  of  the  individual  to  make  up  his  mind 
as  to  what  he  wants,  would  be  an  ingredient  of  success.  The  sentencing  of 
someone  to  treatment  rather  than  allowing  the  individual  to  volunteer 
for  treatment  would  seem  to  me  to  detract  from  the  efficacy  of  such  a 
program.  In  thinking  of  the  potential  resource  at  Matsqui  in  British 
Columbia,  one  may  think  that  a situation  where  people  are  sent  under 
sentence  may  have  several  strikes  against  it  from  the  beginning,  first  in 
terms  of  philosophy  and  secondly,  in  terms  of  its  position,  size  and  the 
ability  of  its  staff  to  break  down  resistances  that  can  occur.  To  my 
mind  it  may  turn  out  to  be  another  Lexington,  which  we  accept  as  not 
being  too  much  of  a success.  This  may  be  related  more  to  attitudes  of 
the  staff  than  to  the  physical  setting  itself.  The  staff  attitude  may 
vary  from  time  to  time,  depending  on  the  movement  and  attitude  of  the 
people  who  become  attached  to  this  kind  of  staff  setting. 

In  relation  to  treatment  and  the  community  clinic  described  by 
Dr.  Halliday,  and  the  one  in  which  we  are  interested  at  the  present  time, 
the  value  of  this  is  still  somewhat  difficult  to  estimate.  But  it  is  a 
coordinating  focus  at  any  rate  for  individuals  who  may  voluntarily  be 
referred  from  hospitals  or  reform  agencies,  and  the  possibility  of  using 
controls  in  this  setting  has  been  considered  in  varied  ways.  The  patient 
would  come  with  external  controls  already  in  operation,  such  as  parole  or 
probation.  This  is  thought  to  be  a useful  external  control. 

Lady  Frankau’s  presentation  indicated  the  use  of  a stabilizing 
chemical  as  an  internal  control  or  an  internal  form  of  probation. 

There  seems  to  be  some  need  for  the  majority  of  these  people  to  have  some 
kind  of  stabilization.  One  wonders  again,  in  relation  to  Lady  Frankau’s 
experience,  if  a two-year  period  comes  in  here.  This  seems  to  be  in 
keeping  with  the  Mchigan  experience  which  has  been  built  around  a two- 
year  parole.  Perhaps  this  could  be  set  up  by  law  or  by  some  mental 
health  act  that  would  include,  even  when  the  addict  volunteered,  some 
responsibility  for  identification  with  a treatment  centre.  This 
identification  would  allow  for  exercising  some  type  of  control.  There  could 
- be  the  use  of  Nalline  or  Lorfan  and,  with  the  development  of  resources 
within  the  addict,  his  agreement  on  the  need  for  control. 

The  length  of  time  of  this  control  has  been  debated.  Some  imply 
control  for  the  lifetime  of  the  addict  as  against  the  principle  that  the 
addict  does  mature  and  drop  out  of  his  addiction.  Long-term  control  would 
seem  to  me  to  be  a detrimental  thing  unless  some  arrangement  was  made  in 
the  treatment  situation  for  the  rescinding  of  this  control  when  the 
individual  shows  appropriate  progress. 
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From  the  treatment  point  of  view  we  have  been  enlightened  and 
refreshed  with  Lady  Frankau'^s  presentation.  We  have  been  enthused  about  her 
first  report  with  British  patients  and  now  with  the  further  report  with 
Canadian  patients.  It  does  seem  to  show  that  this  type  of  internal  stabil- 
ization on  chemicals,  for  a period  of  time  long  enough  to  gain  human 
acceptance  and  social  acceptance,  has  accomplished  a lot.  It  has  been 
enlightening  to  find  out,  contrary  to  own  belief,  that  the  possibility 
of  this  type  of  treatment  does  exist  in  Canada. 

One  feels  that  certain  pilot  projects  embracing  these  principles 
should  be  set  in  motion  and  evaluated  along  with  potential  other  resources 
and  methods.  Our  goal  would  be  to  arrive  at  treatment  principles  that  would 
embrace  the  best  of  all  and  allow  the  therapeutic  situation  to  be  as  flexible 
as  possible.  After  a full  evaluation  of  the  addict ^s  needs  and  requests,  one 
could  offer  a form  of  treatment  which  might  offer  more  chance  of  success 
than  the  stereotype.] approaches  we  have  been  using. 

It  was  suggested  that  many  of  these  addicts  would  not  be  satisfied 
without  heroin  and  they  would  break  treatment  and  go  looking  for  heroin. 

This  may  be  something  we  would  have  to  accept,  A study  might  be  made  on 
the  use  of  demerol  or  morphine  and  with  the  potential  sources  of  heroin 
which  are  available,  or  which  might  be  made  available  to  a pilot  study.  If 
heroin  proved  to  be  of  value  in  the  consensus  of  the  research  project,  would 
it  not  be  possible  to  suggest  that  in  this  area  at  any  rate,  it  might  be  a 
useful  drug  for  future  times  and  set  up  a request  for  including  it  again  in 
the  pharmacopoeia. 

In  all  the  approaches  to  treatment,  we  need  the  help  of  objective 
scientists  in  evaluating  methods,  so  that  we  don»t  become  over- enthusiastic  or 
ultra- specialist  in  our  particular  approach.  If  our  approach  is  working, 
we  will  then  know  why  it  is  working.  If  it  is  not  working  we  will  get  some 
idea  of  why  it  is  not  working.  We  will  not  be  operating  on  myth  or  belief. 

Under  the  general  heading  of  education,  one  of  its  major  applications 
has  been  our  discussions  here.  We  have  come  together  to  discuss  things  that 
were  rather  tenuous  in  the  beginning.  We  have  settled  down  and  shared  some 
exp  eriences  through  a process  of  group  learning  and  perhaps  we  have  been 
successful  in  repressing  some  of  our  feelings.  There  has  been  a considerable 
interchange  of  ideas  and  perhaps  a reduction  of  the  biases  and  nythology  that 
we  have  had  in  our  various  areas.  From  the  broad  spectrum  of  experience 
represented  at  this  meeting,  we  now  have  a beginning. 

There  is  a need  for  an  enlightened  and  non-sensational  press.  Some 
broadening  of  the  attitudes  of  the  public  and  of  the  medical  profession  to 
narcotic  addicts  is  required.  We  have  been  presented  with  varied  pictures  of 
the  addict,  we  have  read  the  literature  and  we  should  be  able  to  develop  a 
more  generally  acceptable  picture. 

We  should  be  able  to  develop  a more  informed  medical  profession  at 
both  the  practitioner  and  specialist  level.  We  know  that  all  doctors  are  not 
going  to  be  interested  in  addicts.  At  least  if  they  are  informed  of  the  facts 
associated  with  addiction,  and  know  the  agencies  and  the  persons  who  are 
interested,  they  can  perhaps  consult  with  or  refer  the  patient  to  the  best 
resource  available  at  the  time. 
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Regarding  the  use  of  stabilizing  doses  of  chemicals  for  the 
addict  and  possible  conflict  with  the  Narcotic  Control  Act,  perhaps 
this  conflict  is  not  as  much  with  the  Act  itself  as  with  professional 
definitions  of  what  might  be  considered  acceptable  practice.  Some 
movement  in  this  direction  of  definitions  by  professional  people  at  the 
Royal  College  level  and  the  Medical  Association  and  licensing  level  is 
desirable.  A description  of  ’’good  medical  practice”,  one  which  could  be 
considered  and  supported  by  the  profession  generally,  is  required.  This 
will  reduce  the  arjOLety  and  increase  the  interest  of  professional  people. 
It  would  allow  for  the  application  of  the  principles  that  Lady  Frankau 
has  shown  to  be  effective  in  her  experience.  I'\Jhether  they  will  be 
effective  in  our  Canadian  experience  and  cultural  setting,  this  we  would 
have  to  evaluate.  But  we  can  feel  free  to  do  so,  and  feel  that  our 
profession  is  with  us,  if  and  when  we  do. 


DISCUSSION  PERIOD  - Morning  of  Sunday,  February  24 


Dr,  Schur  asked  what  relation  treaty  obligations  might  have  to 
the  possible  use  of  narcotics  in  addiction  treatment  in  Canada. 

Mr.  Cvirran;  Originally,  in  the  third  draft  of  the  Single 
Convention,  there  was  included  a Schedule  Four,  which  was  a list  of  drugs 
which  were  proposed  to  be  forbidden  by  all  countries.  We  did  not  support 
the  retention  of  this  provision;  however  there  is  still  a Schedule  Four 
but  only  for  the  purpose  of  drawing  attention  to  the  need  of  such  special 
controls  as  a country  might  consider  tc  be  desirable.  Therefore  it  is 
really  a recommendatory  and  not  a mandatory  provision  in  the  Single  Convention 
that  heroin  should  be  prohibited.  It  would  be  a matter  for  purely 
national  decision  as  to  whether  or  not  heroin  would  be  permitted. 

Mr.  Macdonald;  Is  the  Convention  in  force  in  Canada? 

Mr.  Curran:  It  has  been  ratified  by  thirteen  or  fourteen  countries 
but  it  requires  forty  before  it  comes  into  force.  When  it  comes  into 
force  it  will  then  replace  all  of  the  existing  multilateral  treaties  and 
conventions.  We  are  governed  by  these  existing  conventions  at  the  present 
time. 


Dr.  Halliday  asked  about  our  relationship  with  the  United  States 
if  we  were  to  re-establish  the  use  of  heroin  here. 

Mr.  Curran:  The  United  States  has  outlawed  the  use  of  heroin. 

This  is  not  so  in  Canada.  We  have  only  prohibited  its  importation.  We 
don’t  license  the  manufacturer  of  heroin,  although  it  would  be  possible 
under  the  legislation  to  issue  a license  for  the  manufacture  of  heroin. 

But  if  we  did  this  it  would  be  in  derogation  of  the  resolution  (to  which 
Canada  was  a party)  which  was  adopted  by  the  World  Health  Assembly  in 
1954,  to  the  effect  that  all  countries  would  take  steps  to  stop  the  use  of 
heroin.  This  has  not  the  force  of  an  international  obligation  as  it  would 
if  it  were  embodied  in  a Convention;  it  is  purely  a voluntary  commitment 
which  Canada  has  supported.  I think  it  would  be  most  difficult  to 
persuade  any  government  (and  if  ny  opinion  were  asked  I would  say  it  was 
a retrograde  step)  to  reintroduce  heroin  as  a legal  drug  merely  for  the 
purpose  of  satisfying  the  addict  who  likes  it  better  than  any  other  drug. 

Dr.  Holmes;  What  would  be  your  attitude  if  it  were  therapeutically 
proved  that  in  comparison  \vith  other  drugs  it  was  more  efficacious  with 
the  addict? 


^Ir.  Curran;  This  is  entirely  a matter  of  medical  decision.  It 
would  be  difficult  (and  I am  sure  it  would  not  find  widespread  support 
within  the  medical  profession)  to  advocate  the  re-introduction  of 
heroin  merely  because  of  its  possible  value  in  connection  with  the  treatment 
of  addicts.  If  the  doctors  supported  that  unanimously  or  substantially 
then  of  course  it  would  be  a matter  which  the  government  would  have  to 
consider.  When  the  in^jortation  of  heroin  was  prohibited,  heroin  had 
already  at  that  time  largely  ceased  to  occupy  any  important  role  in 
cherao-therapy.  Very  few  doctors  were  at  that  time  using  heroin.  The  ban  on 
heroin  met  with  little  or  no  resistance  on  the  part  of  the  medical  profession 
for  the  simple  reason  that  their  use  of  heroin  had  been  displaced  by  other 
drugs  which  were  more  satisfactory  or  perhaps  equally  satisfactory. 
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Dr>  Holmes  suggested  that  some  of  the  chahge  iri^ doctors*  attitudes 
might  siirply  be  an  overflow  from  what  was  happening  in  the  United  States; 
that  people  were  backing  off  because  in  their  own  minds  their  legal 
position  was  somewhat  tenuous*  In  ny  experience  around  the  San  in  earlier 
days  I found  that  chest  men  in  particular  were  in  favor  of  the  use  of 
heroin,  particularly  in  hemorrhage  cases,  to  reduce  the  cough  irritation. 

Lady  Frankau;  The  reason  why  I would  use  heroin  is  because  it  is 
easily  available  in  England  and  it  has  done  the  job  very  well.  But  I 
don’t  know  whether,  if  it  had  been  banned  in  England,  it  would  have  been 
possible  to  use  other  combinations  of  drugs  to  get  the  same  effect.  It 
probably  would  have  taken  longer  and  would  have  required  a good  deal  more 
research  in  the  matter,  but  I wouldn’t  like  to  stand  on  the  position  that 
heroin  is  the  only  way,  because  I just  don’t  know.  I have  used  it  because  it 
is  available;  it  is  an  easy  way  of  getting  the  addicts  stabilized; 
it’s  an  easy  way  of  giving  them  a sense  of  well  being  and  it  is  easy  to 
get  them  off  it.  At  one  time  I thought  it  was  easier  with  morphine;  I 
found  it  wasn’t.  But  I would  not  like  anyone  to  be  under  the  impression 
that  there  is  no  other  way  to  do  it  than  to  give  heroin. 

I4r.  Archibald;  At  the  point  at  which  heroin  was  banned  were 
members  of  the  medical  profession  consulted  in  advance  or  was  it  a post 
facto  seeking  of  impressions. 

I4r.  Hammond;  This  stand  was  taken  on  the  recommendation  of  the 
World  Health  Organization.  Although  we  did  not  stop  the  importation  of 
heroin  for  three  or  four  months,  this  occurred  almost  as  an  automatic 
consequence  of  the  decline  in  the  use  of  heroin  in  medical  practice. 

Prior  to  this  heroin  was  used  in  obstetrics.  S3nithetics  came  in  just  prior 
to  this  time,  and  pethidine,  because  it  was  made  available,  took  quite  a bite 
of  the  market.  In  addition  it  was  used  considerably  in  chest  work.  There 
has  been  a change  in  this  situation.  Even  though  we  have  heroin  available 
in  Canada  at  the  present  time  it  is  just  not  being  prescribed. 

Dr.  MacFarlane;  I was  brought  up  to  believe  as  a young  surgeon 
that  heroin  was  a good  drug  in  post  operative  conditions,  i.e,  following  an 
operation  where  there  was  bound  to  be  real  discomfort,  in  the  abdomen  for 
instance.  In  the  meantime  the  chest  people,  the  physicians  and  the 
surgeons,  both  felt  that  heroin  was  a drug  with  a good  deal  of  virtue. 
Somewhere  along  the  line  it  was  intimated  that  heroin  was  a habit  forming 
drug.  I think  the  surgeons  in  those  days  were  imbued  with  this  idea  and 
particularly  with  the  idea  that  a synthetic  drug  like  demerol  which  took 
its  place  and  was  ten  times  as  expensive  was  not  habit  forming,  I think 
also  it  was  replaced  by  degrees  by  the  efforts  of  the  drug  companies  who 
were  constantly  competing  to  substitute  for  heroin  something  which 
usually  costs  a great  deal  more  than  heroin.  There  was  slow  erosion  of  the 
position  of  heroin. 

Then  when  the  World  Health  Organization  had  before  it  the  whdb 
question  of  the  use  of  heroin,  I don’t  remember  if  there  was  any  opportunity 
for  the  practising  profession  to  be  represented  there.  It  is  unusual  for 
delegates  to  the  World  Health  Organization  to  represent  the  practising 
profession.  More  often  the  medical  administrators  are  sent  as  delegates. 

By  this  time  I was  in  the  medical  school  and  was  not  so  close  to  the 
interests  of  practitioners  but  our  professor  of  pharmacology.  Dr.  Ferguson, 
as  a scientist  did  not  think  that  the  ban  was  a good  thing.  As  he  said 
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yesterday  or  the  day  before,  he  did  what  he  could  from  his  position  as  a 
professor  to  state  that  opposition  but  it  didn’t  do  any  good. 

Lady  Frankau;  In  England  it  was  the  surgical  group  that  stood  up 
quite  definitely  against  the  ban  on  heroin  but  then  one  must  remember 
that  the  British  surgeon,  using  heroin  after  an  operation  in  abdominal 
cases  for  example,  uses  a very  small  dose  perhaps  1/12  of  a grain  and 
then  only  for  a matter  of  a day  or  two  or  at  most  three  or  four  days. 

But  they  found  it  so  much  more  useful  from  the  viewpoint  of  the  patient 
and  his  well-being. 

Dr.  MacFarlane:  I have  verified  at  the  local  drug  store  where  I 
deal  that  there  is  heroin  available.  There  is  also  an  elixir  of  heroin 
which  is  useful  if  you  have  an  irritating  cough. 

Mr.  Hammond;  There  is  heroin  as  Dr,  MacFarlane  has  confirmed  and 
it  is  just  not  being  used.  Secondly,  it  it  my  recollection,  subject  to 
correction,  that  there  are  not  more  than  four  or  five  countries  in  the 
world  now  using  heroin  - England,  Switzerland,  France,  Italy. 

(There  was  some  uncertainty  as  to  some  of  the  South  American 
countries.  It  was  not  in  use  in  Russia.) 

Dr.  Holmes;  In  effect,  it  is  off  the  market  and  the  student  is 
not  being  educated  to  use  it. 

Dr,  MacFarlane;  Young  house  surgeons  wouldn’t  dare  to  use  it  - 
it’s  a bad  word  now. 

Dr,  Armstrong;  That  is  true  and  I think  the  point  you  make. 

Dr,  MacFarlane,  about  the  synthetics  is  perfectly  true.  Dr,  Holmes  will 
recall  that  when  this  transition  was  taking  place  we  were  being  taught. 

At  that  time  there  was  hope  and  enthusiasm  that  the  synthetics  would 
provide  an  adequate  substitute  for  heroin.  History  has  shown  that  they 
are  not  adequate  substitutes  in  that  they  are  not  free  from  habit-forming 
properties.  We  know,  and  Mr.  Hammond  will  confirm  this,  that  when  we  are 
dealing  with  the  physician  who  becomes  addicted  the  drug  of  choice  is 
demerol. 


Mr,  Hammond  pointed  out  that  a similar  decline  in  use  was  taking 
place  in  respect  to  morphine.  There  had  been  a drop  from  6,000  ounces 
annually  to  less  than  500  ounces  annually,  in  a situation  where  there 
had  been  no  restrictions  on  the  use  of  morphine,  simply  a change  in 
medical  trends. 

Dr,  Holmes;  Who  is  advertising  morphine? 

I'^,  Bick;  The  medical  profession  has  become  the  victim  of  the  slick 
salesman  and  of  the  advertisements  in  its  own  journals.  As  I listen  as  a 
layman  it  appears  clearly  to  be  a medical  problem  that  should  be  dealt 
with  by  the  medical  profession  on  the  basis  of  the  drug  itself,  not  whether 
or  not  some  so-called  ’’British  system”  of  treating  addicts  makes  it  desirable 
to  institute  a change. 

Dr.  Hall T day;  In  our  clinic  we  have  used  methadone  for  withdrawal 
and  found  it  perfectly  satisfactory,  but  other  drugs  might  have  been  used. 
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Dr,  Armstrong;  We  are  tipping  the  balance  in  different 
directions.  I don^t  know  whether  our  big  concern  is  so  much  to  get  heroin 
back  on  the  market  as  it  is  to  recognize  that  heroin,  morphine,  demerol  and 
even  methadone  - Mr.  Hammond  knows  that  1 have  been  treating  an  addict  to 
methadone  recently  - all  these  have  addiction  forming  potentials  that  are 
so  similar  to  that  of  heroin  that  it  makes  one  question  the  singling  out 
of  the  one  drug. 

Mr.  Bick  pointed  out  that  in  an  older  report  (1957)  out  of  359 
addicts  known  to  the  Home  Office  in  England,  149  were  addicted  to 
morphine,  74  to  pethidine  and  only  52  to  heroin.  He  wondered  whether  the 
flow  of  Canadian  addicts  to  England  was  changing  this  picture. 

Dr . Armfe*ong  suggested  that  the  drug  of  choice  might  be  no  more 
relevant  to  the  addiction  problem  than  is  the  question  of  whether  an 
alcoholic  drinks  gin,  rum  or  whiskey. 

Dr.  Schur  referred  to  Ifr.  Bick^s  suggestion  that  the  drug  be 
evaluated  on  its  own  from  a medical  viewpoint  'without  reference  to  any 
British  system,  and  he  questioned  how  one  can  evaluate  any  drug  apart 
from  its  use. 


Dr,  Laverty:  This  depends  on  the  economic  factors;  it*s 
cheap  and  available, 

Mr.  Archibald  suggested  that  the  drug  houses,  with  their  research 
and  development  establishments,  can  proceed  much  more  rapidly  than  the 
control  establishment. 

I'ir . Hammond ; There  has  been  tremendous  acti'vity  on  the  part  of 
pharmaceutical  firms  to  develop  analgesics  and  drugs  that  to  a marked 
extent  stimulate  or  depress  the  central  nervous  syd^em. 

Dr.  MacFarlane  pointed  out  that  $750,000,000  were  spent  last  year 
in  the  United  States  on  the  promotion  of  so-called  '’ethical”  drugs  5 also 
that  twenty  percent  of  all  the  expenses  of  medical  care  are  attributable 
to  use  of  drugs, 

Mr.  Kirkpatrick  commented  favorably  on  the  humility  and  honesty 
of  the  approach  in  Dr.  Holmes’  paper  and  assured  the  meeting  that  the 
Foundation  would  receive  a good  deal  of  support  in  whatever  it  decided  to 
do  in  this  field.  He  then  brought  up  the  importance  of  time  as  a factor 
in  what  could  be  done.  A conference  such  as  this,  he  pointed  out,  could 
not  have  been  held  a couple  of  years  previously;  yet  now  we  suddenly 
had  people  from  a variety  of  disciplines  who  were  anxious  to  do  something. 

On  behalf  of  the  correctional  field  he  felt  that  the  new  Narcotic 
Control  Act  was  a basic  recognition  that  they  had  been  fighting  for,  a 
recognition  that  the  addict  is  a sick  person  and  has  behavioural  problems 
requiring  some  kind  of  therapeutic  control.  While  correctional  people 
had  made  known  their  disagreement  regarding  Matsqui,  as  to  its  size, 
location  and  iincertainty  as  to  whether  it  would  be  under  medical  control, 
nevertheless  Matsqui  would  get  the  addict  out  of  the  general  penal 
population  and  begin  to  get  him  into  a situation  where  he  can  be  regarded 
as  a ”sick  person”  rather  than  as  a prisoner  for  crime. 
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He  had  hoped  there  would  be  a variety  of  living  accommodations,  so., 
that  there  could  be  controlled  experimentation  with  a variety  of  methods 
of  treatment o Some  of  us  had  dreamed  that  the  provincial  addiction 
foundations  would  have  entered  cooperatively  into  these  medical  correction 
centres,  of  which  there  are  to  be  three  including  one  in  this  area,  and 
that  they  would  have  participated  in  the  treatment  process  and  that  there 
would  have  been  a linkage  from  the  correctional  system  back  through  the' 
community  clinic  into  supervised  or  assisted  community  living  or  re- 
establishment » Mow  this  is  not  yet  to  be  but  Matsquit  doesn’t  have  to 
house  addicts  forever » 

Let  us  remember  that,  in  penal  reform,  time  is  a very  significant 
factoro  It  may  be  that  in  three  or  five  years  Dro  Halliday  and  his 
cohorts  there  may  have  found  other  ways  of  looking  after  addicts  and 
Matsqui  may  become  an  ordinary  prison o We  have  worked  very  hard  for  these 
goals  and  we  have  been  frustrated  and  you  are  going  to  be  frustrated  too, 
but  this  doesn’t  mean  that  we  should  not  keep  on  with  the  job  of  getting  , 
the  addict  out  from  under  penal  administration  and  over  to  medical  or 
therapeutic  administration..  This  is  going  to  take  time;  it  is  going  to 
take  finding  out  about  treatment  methods,  shifts  of  population  and  so  on. 

It  will  come,  I am  sure,  but  it  will  take  time. 

Dr . Armstrong ; I take  it,  Mr.  Kirkpatrick,  that  if  there  were 
enough  volunteer  services  you  would  be  delighted  to  see  Klatsqui  with  empty 
beds? 

Mr.  Kirkpatrick;  My  hope  is  that  there  will  eventually  be  no 
addicts  in  the  correctional  system  but  that  is  going  to  take  time.  If  you 
had  three  or  four  hundred  people  descend  on  you  tomorrow  to  be  treated, 
this  would  present  a bit  of  a problem? 

Dr.  Armstrong  referred  to  the  fact  that  in  the  field  of  treating 
alcoholism  there  was  still  some  need  in  some  cases  for  control  over  the 
person. In;- regard  to  narcotic  addicts  he  quoted  Dr.  Holmes’  remark  about 
people  volunteering  to  be  controlled.  Apparently  in  this  other  setting  we 
are  talking  about  people  being  controlled  in  order  that  they  may  volunteer. 

Maybe  both  of  these  situations  have  to  be  for  a while. 

ilTo  Kirkpatrick;  There  is  no  reason  why  a person  shouldn’t 
commit  himself  civilly. 

Miss  Haslam;  The  federal  authorities,  in  attempting  to  decide 
what  should  happen,  kept  coming  back  to  us  and  saying  ”you  have  got  to  • 
have  better  proof  of  what  you  are  saying  than  what  you  are  giving  right 
now**.  The  thing  that  has  been  most  valuable  in  this  meeting  has  been  the 
recognition  of  the  need  for  careful  research,  related  not  only  to  the 
fundamental  finding  out  of  facts  but  also  the  assessment  of  all  the  things  we 
are  trying  to  do.  Some  of  us  have  been  so  caught  up  in  the  treadmill  of 
looking  after  people  that  we  have  not  always  given  sufficient  thought  to  the 
means  of  placing  facts  before  government  departments  which  have  to  be  shown 
in  order  to  do.  The  fact  that  they 'have  not  tried  to  build  simultaneously  the 
three  institutipris  is  actually  a hopeful  sign.  In  effect  they  are  starting  with 
this  because  they  have  a problem  in  the  Vancouver  area;  and  expecting  that^ 
in  the  meantime  we  will  get  busy  and  provide  the  kind  of  information  that 
will  convince  them  as  to  how  to  build  something  that  will  work.  It  is  a 
real  challenge  to  us  to  do  something  about  it  and  this  is  a very  good  start. 
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Pro  Me Neel;  I can’t  help  but  see  some  parallel  between  this  and 
the  whole  problem  of  dealing  with  mental  illness.  Not  that  I am  saying 
this  is  a mental  illness;  I am  just  drawing  an  analogy.  One  of  the 
things  that  we  have  been  trying  to  do  is  sort  out  the  treatment  of  mental 
illness  to  get  more  treatment  and  less  custody.  This  is  also  part  of 
your  discussion  here.  The  various  conferences  I have  attended  talk  about 
treatment  of  new  cases,  the  hopeful  cases,  treatment  in  general  hospitals, 
etc.  , 

The  one  thing  we  really  have  trouble  getting  down  to  is  the  hard 
core  of  people,  residing  in  mental  hospitals,  whom  we  think  can  be  best 
categorized  as  socially  dependent  people.  I wonder  if  this  isn’t  a 
distinction  that  has  to  be  made  at  least  temporarily  while  one  gets  into 
a problem.  You  deal  first  with  the  more  hopeful  cases.  You  want  freedom 
to  deal  with  these  people;  you  also  want  personnel. 

Putting  something  under  medical  auspices  instead  of  under  penal 
auspices  is  not  necessarily  going  to  solve  the  problem.  Right  now  in 
Ontario  it  is  possible  to  commit  the  addict  to  the  mental  hospital  for  two 
years  and  I don’t  know  that  this  does  the  addict,  under  present  circumstances, 
much  more  good  than  sending  him  to  a penal  institution  for  the  same  length 
of  time. 


What  Lady  Frankau  has  outlined  to  us  is  what  happens  to  an  addict  who 
has  been  treated  by  someone  who  is  devoted  to  the  program  and  who  is  willing 
to  sacrifice  time  and  convenience  and  everything  else  in  order  to  meet  the 
addict  on  his  own  ground,  which  means  to  deal  with  him  at  any  time,  at 
any  place  where  he  wishes  to  be  dealt  with.  These  are  some  of  the  real 
problems,  not  just  the  medical  auspices. 

Dr.  Eve son  commented  on  possible  lines  of  research  and  noted  that 
if  one  tried  to  establish  life  histories  one  had  to  take  into  account  the 
rapid  changes  taking  place  in  addiction  patterns,  in  part  because  of 
availability  factors.  Another  possibility  was  the  use  of  studies  in  vrtiich 
the  group  became  its  own  control.  These  in  turn  might  be  contailnated ’ 
by  the  factor  of  maturing  out,  effects  of  institutionalization  and  o^xe  or 
two  other  things  related  to  the  criminality  of  the  addict. 

There  are  matters  of  fact  for  research  to  establish  such  as  the 
way  in  which  addicts  differ  from  non-addicts.  We  have  done  a little  work 
on  this  and  have  found  some  differences.  Another  important  factor  was 
that  studied  by  Miss  Martin  in  her  M.A.  thesis  at  the  Prison  for  Women  two 
jrears  ago.  There  is  a highly  significant  difference  in  pain  thresholds 
between  addicted  and  non-addicted  prisoners.  This  tends  to  support  the 
New  York  findings  and  has  a large  bearing  on  treatment  from  the  point  of 
view  of  conditioning  and  learning.  Lastly,  there  is  Dr.  Holmes’point  about 
the  problem  of  the  placebo  respondent.  Much  of  the  New  York  findings  seem 
to  cor«late  highly  with  what  we  know  of  the  placebo  respondent  as  a 
poorly  integrated  individual. 

Mr.  Curran;  On  the  legal  side  I must  take  issue  with  Mr.  Macdonald 
as  to  the  views  he  has  expressed  about  certain  provisions  of  the  law  being 
inconsistent  with  our  general  concept  of  law,  the  rule  of  law,  the  rights 
of  individuals,  etc.  It’s  necessary  to  put  these  into  some  kind  of  practical 
focus.  As  a person  with  some  practical  responsibility  for  the  enforcement 
of  law,  I feel  our  rules  of  evidence,  which  have  been  developed  over  a 
great  many  centuries,  do  provide  sufficient  protection  to  the  individual, 
with  full  regard  to  the  ' presumption  of  innocence. 
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I think  it  would  be  a highly  retrogressive  step  to  impose  further 
fetters  on  the  proof  of  crime,  simply  because  the  method  of  obtaining  the 
evidence  was  not  in  accordance  with  certain  concepts.  This  would  put 
us  in  a position,  which  unfortunately  exists  in  the  United  States,  where 
while  there  is  great  evidence  of  crime,  the  proof  of  this  is  very  often 
difficult  to  bring  to  court  because  of  the  restrictions  which  are 
imposed,  under  the  American  system,  in  the  introduction  of  certain  types 
of  evidence.  I think  the  admissability  of  evidence  in  our  country  is 
well  established  and  clear  and  I think  there  are  sufficient  safeguards 
for  the  individual.  I think  it  v;ould  be  undesirable  to  impose  further 
fetters. 


I am  reminded  of  a case  which  was  reported  to  me  in  Washington 
where  Treasury  agents  had  a tip-off  from  New  York.  He  met  the  case  in 
question  at  the  airport,  looked  in  the  suitcase  and  found  it  full  of 
heroin.  But  he  didn^t  have  a search  warrant  and  he  couldn’t  use  that 
evidence  and  the  individual  thumbed  his  nose  at  him  and  walked  away.  I 
don’t  think  that  is  a good  system.  I don’t  think  it  is  in  the  interest 
of  society.  The  whole  purpose  of  enforcement  is  the  protection  of  society. 

I would  be  reluctant  to  see  further  restrictions  imposed. 

Mr.  Macdonald  has  criticized  the  Writ  of  Assistance.  I agree  from 
a theoretical  point  of  view  that  it  may  be  an  extraordinary  exercise  of 
authority,  yet  from  a practical  application  this  is  very  rarely  exercised. 
The  people  who  get  Writs  of  Assistance  are  carefully  selected  and  I have 
yet  to  hear  of  any  abuse  of  this  system  in  our  system  of  lav;. 

I^lr.  Macdonald;  It  was  used  to  enter  the  Vancouver  Public  library  to 
seize  the  Tropic  of  Cancer  by  Henry  Miller. 

Mr.  Curran;  One  other  point,  something  has  been  said  about  the 
degree  of  supervision  and  the  police  breathing  hotly  dovm  the  necks  of 
addicts,  subjecting  them  to  unnecessary  search  and  brutalities  of  all 
kinds.  In  my  considerable  experience,  one  of  the  things  that  always 
impressed  me  was  the  hearty  support  which  the  addict  will  give 
R.C.M.  Police  narcotic  squads.  The  narcotic  people  speak  the  addicts’ 
language,  they  know  their  problems  and  are  the  most  likely  people  in  the 
world  to  give  the  addict  (not  the  trafficker)  a break  where  he  deserves 
it.  In  talking  to  a great  many  addicts  we  have  found  nothing  but  healthy 
respect.  They  respect  the  job  the  narcotic  man  has  to  do  and  they  regard 
him  as  perhaps  the  closest  friend  they  have  in  society.  They  have 
respect  for  the  enforcement  authorities. 

Mr.  Macdonald;  This  is  another  illustration  of  the  value  of  this 
gathering.  In  broad  and  general  outlines  it  has  enabled  the  appearance 
of  two  rather  different  attitudes.  The  principle  difference  between 
Mr.  Curran  and  myself  is  that  we  both  agree  as  lawyers  that  proportionality, 
perspective  and  good  judgment  is  what  good  laws  are,  while  we  have  some 
difference  in  applying  these  as  far  as  a particular  Statute  is  concerned. 
Neither  of  us  have  extreme  positions. 

My  position  is  that  we  have  swung  too  far  in  favor  of  the  public 
interest,  represented  by  the  powers  vested  in  the  law  enforcement  officers. 
His  position  is  that  the  pendulum  has  not  swung  too  far,  that  the 
sacrifices  imposed  on  individual  members  of  the  public  are  justified. 

All  we  can  do  at  the  moment  is  press  our  individual  views  and  hope  that 
the  thing  works  itself  out. 
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MTo  Bick  asked  whether  restrictions  on  the  individual  were  not 
always  in  the  interests  of  society. 

lir.  Macdonald  pointed  out  that  we  were  not  concerned  so  much 
with  any  one  specific  sordid  case  but  with  the  impact  of  the 
generalizations  from  such  cases  on  the  temper  of  society,  as  commented 
on  yesterday  by  Dr.  Schur  and  the  quotation  from  Justice  Frankfurter. 

Dr.  Armstrong;  There  is  also  the  fact  that  if  people  weren^t 
seizing  the  Tropic  of  Cancer  it  wouldn^t  be  nearly  so  popular 1 

Lady  Frankau;  Arising  out  of  Dr.  Holme s’ remarks,  there  is  the 
question  of  having  to  put  cocaine  into  some  of  my  prescriptions.  I 
obtained  the  exact  formula  used  in  Canada  as  far  as  was  known  and 
had  it  made  up.  By  four  o’clock  the  patients  were  all  on  my  doorstep 
saying  it  was  no  good.  After  that  I started  giving  them  capsules, 
some  of  which  contained  cocaine  and  some  of  which  contained  other 
things;  nobody  knew  what.  But  the  answer  was  that  those  who  had  even 
a small  amount  of  cocaine  were  able  to  work.  That  is  why  for  a short 
time  I gave  them  cocaine.  But  generally  I got  them  off  in  a matter  of 
a week  or  two. 


DISCUSSION  PERIOD  - Afternoon  of  Sunday,  February  24 

Dr.  Armstrong;  So  often  in  the  public  press  (and  this  also 
reflects  a lot  of  professional  opinion)  there  is  talk  about  providing 
free  drugs  to  narcotic  addicts  and  words  such  as  ”free  drugs”,  "clinics,” 
"dispensaries”  and  so  on  get  bandied  around.  This  tends  to  create 
confusion  as  to  the  aims  of  people  who  are  interested  in  treating 
the  addict.  Could  we  have  some  discussion  pointing  up  the  difference 
between  the  dispensary  which  is  simply  there  presumably  to  satisfy 
some  expectations  defined  by  the  addict  himself  and  a clinic  which 
has  the  task  of  treating  a sick  person  under  professional  care  with  the 
object  of  relieving  or  curing  an  illness. 

Dr.  Holmes;  On  the  one  hand  a dispensary  only  serves  to  supply 
chemicals  needed  for  the  satisfaction  of  the  individual,  without  any 
real  attention  to  the  fact  that  this  is  a symptom  of  disorder.  On 
the  other  hand  a clinic  would  take  into  account  the  total  picture  of  the 
individual  and  the  blending  of  his  or  her  psychological  and  social 
needs  in  a treatment  program,  in  which  drugs  are  only  one  small 
stabilizing  facet.  Such  clinic  treatment  would  be  the  beginning  of  a 
program  whose  goal  would  be  social  stability  in  the  individual. 

Mr . Curran : I think  the  word  "clinic”  which  is  frequently  used 
has  an  unfortunate  medical  connotation  which  is  not  associated  at  all 
with  the  purpose  for  which  this  agency  is  set  up.  I was  a little 
concerned  to  read  within  the  last  two  or  three  weeks  that  one  of  the 
political  conventions  held  in  Ontario  has  come  out  openly  and  espoused 
the  establishment  of  what  were  called  "legal  clinics  where  registered 
addicts  would  be  permitted  to  obtain  the  narcotic  drugs  they  want.” 

The  press  report  didn’t  go  beyond  that  and  I don’t  know  exactly  what 
they  had  in  mind.  However  I think  it  is  fairljr  important  that  without 
necessarily  adopting  a resolution  a meeting  such  as  this  should  still 
express  fairly  firmly  what  the  attitude  of  the  Addiction  Research 
Foundation  would  be  to  this  proposition. 
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I think  we  would  have  to  define  what  we  mean  by  ’’registration”. 
The  motive  for  such  registration  has  never  been  made  clear.  On  one 
hand  it  is  under  the  guise  of  so-called  treatment;  on. the  other  its  a 
device  to  eliminate  the  trafficker  - on  the  assumption  that  if  all 
registered  addicts  can  obtain  legal  drugs  there  will  be  no  need  of 
access  to  the  trafficker  and  therefore  the  illicit  market  would 
disappear.  (I  think  it  is  anybody’s  guess  as  to  whether  this  might 
or  might  not  be  the  result.) 

Dr.  Schur;  Frequently,  when  anything  of  this  sort  comes  out, 
the  press  pick  out  the  words  ’’free  drugs  for  addicts”  without  any 
attention  to  the  motivation  behind  this.  Yet  to  my  knowledge  most 
of  the  legitimate  medical  proposals  of  this  sort  envisage  the 
dispensary  of  drugs  only  as  a by-product  of  treatment  e.g.  the  New 
York  Academy’s  1955  proposal.  We  might  well  determine  that  we  are 
not  in  favor  of  giving  addicts  drugs  merely  for  the  sake  of  giving 
addicts  drugs.  Yet  it  is  most  undesirable  to  come  out  with  any 
proposal  that  would  curtail  the  opportunity  for  expansion  of  good 
medical  practice. 

Dr.  Halliday;  Public  opinion  is  very  confused  about  this. 

The  idea  of  free  clinics  involves  two  things;  (a)  the  experience  in 
the  United  States  in  the  early  twenties  with  clinics  that  failed; 

(b)  the  belief  that  some  sort  of  clinic  exists  in  England  through 
which  the  drug  addict  is  supplied  with  drugs. 

These  seem  to  be  the  common  ideas  or  the  common  level  of 
ignorance  about  the  situation,  A great  deal  of  education  is  necessary 
among  the  public  and  also  within  the  professions  about  these  systems, 
which  we  know  don’t  really  exist  although  this  fact  is  not  clearly 
understood. 

In  B.C,  for  a number  of  years,  the  major  newspapers  come  out 
about  once  a month  with  an  editorial  in  favor  of  ’’free  clinics”.  Then 
we  get  a call  from  someone  on  the  staff  to  ask  what  we  think  about 
this.  Then  we  ask  them  what  they  mean  by  ’’free  clinics”  and  they 
say  they  don’t  really  know.  We  have  a tremendous  job  to  do  to  change 
the  level  of  understanding  in  this  area. 

We  can  define,  as  Dr.  Armstrong  has,  what  we  mean  by  a clinic  - 
a place  devised  for  the  overall  needs  of  treatment.  In  such  a place 
we  may  begin  to  understand  what  are  the  overall  needs  of  the  patient. 
There  are  the  needs  of  research.  All  these  things  need  to  be  carefully 
spelled  out  both  for  the  public  and  for  the  legislators. 

Also  we  have  considered  international  law  and  national  law. 

We  need  also  to  consider  provincial  law  v;hich  affects  treatment.  Unless 
we  can  tell  people  in  the  provincial  legislature  what  treatment 
actually  means,  and  what  its  principles  are,  I don’t  think  we  are  going 
to  get  the  support  that  is  needed  by  treatment  programs  or  the  funds 
that  are  essential  for  research. 

Mr.  Kirkpatrick  reported  on  the  question  asked  the  public  on 
February  3 by  Telepoll;  ”Would  you  favor  legislation  to  administer 
free  narcotics  to  certified  addicts?”  The  answers  were  ”yes”  69.1; 
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**no"  25»4^;  no  opinion  5«5^.  The  second  question  was  ”do  you  think 
that  the  establishments  of  free  narcotic  clinics  would  (a)  lessen  the 
number  of  addicts  (b)  have  no  effect  (c)  increase  the  number  of 
addicts?”  The  answers  were  (a)  lessen  the  number  69.1^;  (b)  have 

no  effect  17.7^;  (c)  increase  the  number  of  addicts  14.2^;  no 

opinion  6,2%,  This  indicates  a change  in  public  sentiment  in  favor 
of  the  kind  of  thing  we  want  to  do  that  is  very  important  if  it  can 
be  properly  channelled.  However  there  is  here  a misconception  about 
the  difference  between  a dispensary  and  a clinic.  I hope  that  this 
conference  will  try  to  dispel  that  misconception  while^recognizing 
at  the  same  time  the  shift  in  public  opinion  towards  doing  something 
about  the  addict, 

Dr»  Schur  suggested  abandonment  of  the  word  "clinic”  in  favor  of 
"outpatient  treatment  facility”  or  something  like  it. 

Dr.  Laverty  suggested  further  discussion  on  what  the  actual 
taking  of  a drug  means  to  an  addict.  As  a reward  for  the  patient  it 
comes  in  different  ways;  it  may  provide  relief  from  tension  or  it  may 
be  the  result  of  the  sub-cultural  approval,  the  fear  of  the  trafficker, 
etc.  It  may  result  from  differences  in  physiology  such  as  pain 
tolerance  and  pain  threshold  such  as  were  mentioned  by  Dr.  Eveson. 

After  a while,  however,  it  becomes  an  automatic  thing  in  which  the 
addiction  craving  supplies  the  motivation.  In  relation  to  the  doctor, 
what  happens,  I think,  is  the  reward  of  the  drug  spreads  on  to  that 
of  the  doctor.  He  is  one  of  the  people  who  can  control  the  situation 
and  is  in  fact  someone  who  becomes  regarded  by  the  addict  in  a sense 
as  a supplier.  This  explains  to  some  extent  why  so  many  doctors  don’t 
take  kindly  to  the  addict. 

This  generalization  is  very  well  described  by  some  remarks 
of  Mr.  Flint.  For  example,  when  he  was  showing  some  of  his  girls  a 
film  on  addiction  a ripple  of  approval  went  through  them  as  soon  as 
they  saw  the  man  lighting  the  match  to  put  under  the  spoon.  They  all 
described  that  they  felt  the  craving  coming  back  very  strongly. 

It  has  also  been  described  that  people  who  were  sent  to 
institutions  for  treatment  become  rather  confirmed  as  addicts.  They 
talk  about  drugs  all  the  time.  I think  they  develop  from  having  a 
fairly  specific  interest  in  drugs  to  actually  playing  the  role  of 
the  drug  addict  with  a lot  of  other  things  which  are  added  to  it. 

When  they  come  to  a doctor  they  regard  him  as  a source  of 
the  drug.  He  can  do  one  of  two  things.  He  can  cut  them  off  from  the 
drug  (which  to  the  addict  is  a form  of  rejection)  or  else  he  can  do 
what  Lady  Frankau  has  done;  he  can  control  the  situation,  by  giving 
the  patient  drugs  and  then  gradually  withdrawing  him.  This  has  become 
to  be  recognized  as  important  psychotherapeutic  approach  for  dealing 
with  situations  which  are  emotionally  important  to  individuals  without 
actually  making  them  more  anxious  and  more  traumatized.  Lady  Frankau 
has  described  this  withdrawal  as  quite  a smooth  and  long  non-painful 
and  non-traumatizing  process  in  the  way  in  which  she  carried  it  out 
gradually. 
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How  can  any  doctor  carry  out  this  process  unless  he  has  in  fact 
got  control  of  the  drug  situation?  He  can*t  treat  people  unless  he  is 
free  to  prescribe  drugs  just  as  he  can’t  vdthdraw  them  unless  he  is  able 
to  prescribe  them  so  that  he  is  able  to  reduce  the  amount.  So  it  is 
essential  that  he  be  in  charge  of  this  situation. 

At  the  same  time  it  is  not  advisable  that  the  clinios  be  advertised 
as  sources  of  supply.  That  is  why  all  the  other  ancilliary  measures 
which  have  already  been  described  have  .t-o  be  used  in  the  context -of 
treatment,  although  it  may  not  in  fact  be  the  doctor  who  is  going  to 
carry  out  some  of  these  treatments. 

Mr.  Archibald;  Am  I correct  in  assuming  that  the  group  here  would 
go  on  records  as  not  favoring  the  setting  up  of  a kind  of  establishment 
which  we  call  here  a dispensary.  In  this  connection  we  could  briefly 
describe  a dispensary  as  an  operation  which  seeks  to  provide  drugs  for 
addicts,  without  any  consideration  for  any  type  of  treatment  having  as 
its  goal  the  recovery  of  the  patient  from  his  dependence  on  drugs.  On 
the  other  hand  I would  not  wish  to  deny  the  need  for  a proper  treatment 
clinic  for  the  overall  treatment  of  the  patient  and  for  research  into  the 
problems  of  addiction. 

I4r.  Kirkpatrick;  I would  use  the  word  ’’dispensary”  only  as  something 
to  disavow,  because  I think  the  dispensary  idea  represents  the  ts^De  of 
thing  we  don’t  want;  while  a clinic  to  me  is  a legitimate  medical 
facility,  which  is  what  we  do  want. 

Dr.  La  vert  y suggested  ’’treatment  unit”. 

Mr.  Kirkpatrick  suggested  ”rehabilitation  centre”,  but  felt  that 
as  long  as  you  called  the  other  thing  a ’’dispensary”  and  disavowed  it, 
it  didn’t  matter  too  much  what  you  called  the  thing  that  you  did  want. 

Dr.  Mac  Far  lane  suggested  getting  rid  of  three  words;  ’’free”, 
’’dispensary”  and  ’’registered”,  since  these  three  things  all  give  the 
wrong  connotation. 

Mr.  Sick;  Even  the  word  ’’clinic”  seems  to  give  the  wrong 
impression. 

Dr.  MacFarlane;  It  is  very  difficult  to  get  rid  of  the  word  “clinic” 
because  it  is  well  established  in  medicine.  We  have  clinics  for  every 
other  type  of  disease  and  we  are  used  to  it. 

Mr.  Bick:  Many  members  of  the  public  think  of  clinics  as  places 
where  you  go  for  some  type  of  free  treatment. 

Dr . Ma c Far lane ; The  Mayo  Clinic  doesn’t  fit  that  I 

Dr.  Holmes;  It  is  ny  imderstanding  that  the  present  designation 
for  the  unit  to  be  established  by  the  Foundation  is  “narcotic  treatment  unit”. 

Dr.  Laverty;  Perhaps  the  word  “treatment  unit”  does  inply  that 
other  things  are  going  to  l3e  done,  and  as  such  this  is  a good  one. 
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Mr«  Hammond  suggested  that  we  refer  to  ^treatment  clinic” 
rather  than  ”drug  clinic”,  i*e,  dropping  the  word  ”drug”. 

Dr,  Armstrong  pointed  out  that  perhaps  if  we  had  several  units 
set  up  in  the  Foundation  we  would  have  to  let  the  public  know  what 
each  is  for.  In  the  long  run  perhaps  telling  the  truth  of  the  matter 
would  have  the  most  effect  in  educating  the  public,  providing  we 
can  be  sure  that  we  keep  communicating  the  truth  of  what  this  represents, 

(There  being  no  further  questions,  the  chairman  asked 
Dr,  Ettinger  for  his  summation,) 


NARCOTIC  ADDICTION  CONFERENCE  - ^'iagara  Falls,  Ontario,  Feb.  21-24>  19^3 


SUMMATION  G.  K.  Ettinger,  M.B.E.,  M.D., 

Director  of  Medical  Planning, 

Alcoholism  &.  Drug  Addiction  Research 
Foundation,  Toronto,  Ontario. 

This  is  the  most  important  conference  on  the  problem  of  narcotic 
addiction  that  has  been  held  in  Canada  in  this  decade.  We  are  all  grateful 
to  Mr.  Archibald  for  permitting  us  to  participate  and  to  his  administrative 
staff  for  the  excellent  arrangements  available  to  us.  A conference  of 
representatives  of  government,  the  professions  of  law,  medicine,  social 
and  behavioural  sciences  and  of  correctional  officers,  could  not  but 
provide  some  guidance  in  the  control  of  this  cancer  on  our  society. 

We  considered  first  the  perspective.  There  are  3 >500  drug 
addicts  in  Canada.  Three  thousand  of  these  are  judged  to  be  criminals. 

Why  should  we  spend  time  and  money  on  this  small  fragment  of  our  population? 
Half  of  the  beds  in  our  hospitals  are  occupied  by  patients  with  mental 
diseases,  yet  the  Government  of  Canada  spends  only  $800,000  on  research 
in  mental  health.  We  kill  annually  on  our  highways  more  Canadians  than 
are  addicted  to  narcotics;  we  do  little  to  stop  it  although  the  bill 
which  we  must  pay  for  traffic  accidents  amounts  to  $38,000,000.  A member 
of  the  conference  said  that  there  are  three  forces  v;hich  may  destroy  a 
nation  - war,  treason  and  drugs.  If  this  pitifully  small  group  is  a 
menace  to  our  civilization,  we  might  put  them  in  prison  for  the  duration 
of  their  lives,  or  isolate  them  in  some  northern  community  at  the  mouth 
of  the  MacKenzie  River  as  slave  laborers.  But  this  is  not  the  Canadian 
way.  A drug  addict  is  believed  to  be  a sick  person  and  our  social 
conscience  does  not  allow  us  to  treat  the  sick  by  condemning  them  to 
banishment  from  society. 

The  Government  of  Canada  recognizes  that  narcotics  should  be 
available  for  medical  and  scientific  use,  and  that  any  other  use  is  illegal; 
that  they  lend  themselves  to  the  creation  of  addiction,  and  that  illicit 
distribution  must  be  suppressed;  therefore,  illegal  possession  is  regarded 
as  a crime.  The  prevention  of  illegal  distribution  is  a responsibility  of 
the  Mounted  Police;  the  problem  of  control  therefore  involves  the  arrest 
of  those  who  are  found  in  possession  except  under  physicians’  care. 

We  were  presented  with  statistics  on  the  distribution  of  addicts  and 
the  frequency  of  criminal  arrest.  We  were  told  how  difficult  it  is  to  make 
a precise  definition  of  an  addict,  although  the  Department  of  National  Health 
and  Welfare  has  a dossier  on  each  who  is  so  catalogued. 

In  the  opinion  of  the  representatives  of  the  Department  of  National 
Health  and  Welfare,  and  of  the  police,  the  addict  has  been  a criminal  before 
addiction  had  been  acquired;  he  is  therefore  a menace  to  society.  Addiction 
does  not  institute  crime,  but  the  maintenance  of  addiction  depends  on 
previously  learned  criminal  procedures.  The  drug  of  choice  is  heroin  which 
is  provided  by  a black  market.  Punitive  or  other  withdrawal  does  not  cure 
addiction;  the  cure  must  be  supported  by  motivation  which  may  involve 
personality  change. 

This  view  was  supported  by  those  who  had  (in  Ontario)  been  responsible 
for  the  care  of  the  addict  who  was  incarcerated  and  those  who  ( in  Vancouver) 
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were  associated  with  the  treatment  of  voluntary  patients o 

It  was  challenged  by  quotation  of  figures  from  Lexington  and  by 
several  who  had  no  experience  with  the  addict  but  were  convinced  that, 
as  well  as  the  medical  and  professional  addict,  there  must  be  many  whose 
addiction  was  unknown  to  the  Department  of  National  Health  and  Welfare 
or  the  police.  This  latter  view  was  ridiculed;  addiction,  except  in 
the  medical  or  professional  group,  could  occur  only  through  purchase 
on  the  black  market,  and  the  activities  of  this  market  are  well  known 
to  authority.  ¥ 

Despite  the  overwhelming  opinion  of  those  with  experience,  the 
non-believers  tended  to  consolidate  their  disbelief  and  to  hold  authority 
under  the  suspicion  that  it  was  protecting  its  interest  in  its  regulations, 
its  records  and  their  presumed  infallibility.  A recital  of  records  of 
arrests,  accompanied  by  vigorous  attempts  to  demonstrate  illicit 
possession,  the  admission  of  authority  to  arrest  under  writ  of  assistance, 
and  charges  of  brutality  in  the  exercise  of  arrest  on  suspicion,  seemed 
to  emphasize  the  incompatibility  of  opinion  in  the  two  groups  of  members 
of  the  conference.  Ogden  Nash  defines  '’incompatibility’*  as  a funPtion  of 
his  income  and  her  patibility. 

There  were  some  who  concluded,  at  the  end  of  the  first  day,  that 
while  we  had  had  lively  and  profitable  discussions,  some  hostility  had 
been  created.  It  was  demonstrated  that,  by  law,  a physician  has  the 
right  to  prescribe  narcotics  in  the  interest  of  the  health  of  his 
patients,  that  according  to  law,  addiction  per  se  is  not  a crime.  While 
in  the  opinion  of  physicians  v;ho  have  had  experience,  addiction  is  an 
illness , manifested  by  abnormal  need  of  a drug,  and  for  which  the  treat- 
ment is  aimed  at  restoring  the  patient  to  a productive  position  in  society 
few  physicians  are  interested  in  treating  the  addict.  They  fear  the  legal 
consequences  of  prescribing  narcotics,  particularly  since  it  is  believed 
that  the  legal  authority  which  speaks  for  the  Federal  government  views 
the  provision  of  narcotics  in  the  support  of  the  addict  during  the  period 
of  treatment  as  contrary  to  good  medical  practice. 


On  the  first  day,  the  emphasis  had  been  laid  on  the  bleak 
prospect  of  rehabilitation  of  the  addict.  Our  spirits  were  lightened  on 
the  second  day  by  the  testimony  of  those  who,  in  Ontario,  had  attempted 
to  help  addicts  who  were  in  the  reformatory  or  who  had  been  released  from 
detention.  The  addict  is  a very  dependent  person;  many  show  a sincere 
desire  for  withdrawal  and  abstention.  There  is  no  regular  type  of 
addict;  there  is  no  known  way  of  predetermining  success  in  their  treat- 
ment. There  is  no  specific  and  sure  form  of  treatment,  but  under 
professed  motivation,  trust  in  the  director  of  treatment,  and  a long 
post-withdrawal  period  of  psychiatric  or  social  guidance,  there  have  been 
satisfactory  responses.  Reports  of  success  in  treatment  must  be  followed 
by  carefully  controlled  experiments  using  the  favored  methods  or  analogues 
of  them.  The  dependence  on  a method  to  be  recommended  must  follow  this 
controlled  experiment.  The  apparent  success  may  depend  more  on  the 
personality  of  the  director  than  on  the  easily  described  details. 

This  discussion  concerned  mainly  experience  with  addicts  who  had 
been  in  custody.  Our  attention  was  drawn  to  a section  under  the  Narcotic 
Control  Act  of  I96I,  which  proposes  that  special  treatment  centres  be 
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established  for  addicts  under  sentence  for  possession.  Now  the  conference 
was  convinced  that  the  Federal  Government  is  prepared  to  consider 
rehabilitation  as  more  important  than  punishment.  This  reduced  the  spirit 
of  incompatibility  and  almost  replaced  it  with  cordiality,  for  the 
government  was  showing  a commendable  spirit  of  paternailism  - suddenly  • 
the  representatives  of  the  Department  of  National  Health  and  Welfare 
became  ”patible*’? 

The  addict,  committed  for  possession  of  that  which  has  him  in 
thrall,  will  henceforth  be  assisted  during  the  period  of  his  incarceration 
and  will  be  handed  to  social  agencies  under  parole  on  his  release,  for 
as  long  as  he  needs  treatment,  advice  and  encouragement.  It  is  possible 
that  on  release  many  may  still  need  support  by  narcotics.  This  must  be 
offered  by  a physician. 

The  responsibility  of  the  physician,  to  be  concerned  with  the 
addict,  requires  that  he  declare  his  interest  and  define  his  program  of 
treatment  within  the  ethics  of  medical  practice.  It  is  a strange 
commentary  on  our  civilization  that,  because  agents  long  regarded  as 
therapeutic  aids  within  the  armamentarium  of  the  physician  have  become 
the  stock-in-trade  of  the  underworld,  the  physician  must  defend  his  use 
of  them.  But  it  is  clearly  the  duty  of  the  profession  of  medicine, 
in  the  interest  of  the  practice  of  his  art,  to  make  the  declaration  and 
have  it  registered  with  those  who  administer  the  Narcotic  Control  Act. 

If  the  harmony  which  suddenly  descended  upon  the  previously 
dissident  groups  needed  any  gilding,  it  was  provided  by  the  testimony  of 
Lady  Frankau.  Here  was  the  recital,  given  with  modesty  and  pride,  of 
one  who  under  British  lawr,  (which  permits  the  administration  of  narcotics 
to  addicts  for  treatment  and  even  maintenance),  has  treated  several 
score  of  Canadians.  These  had  come  to  her  in  desperation,  asking  for 
help  in  withdrawal.  Her  methods  point  clearly  to  the  plan  which  we  might 
adopt  - confidence  between  patient  and  physician;  a positive  motivation 
to  withdrawal;  shrewd  psychiatric  examination  followed  by  the  requirement 
that  sincerity  in  intention  must  be  evident  by  the  purchase,  by  the  patient, 
of  his  drug,  with  money  which  he  must  earn.  Detoxification  of  the 
patient,  the  prescription  of  the  maintenance  dose,  gradually  reduced  until 
withdrawal  can  be  effected,  and  continuously  available  consultation  and 
advice  throughout  the  period  of  treatment  and  follow-up  are  essential. 

The  warmth  of  our  attention  to  her  dissertation  must  have  convinced  her 
of  our  appreciation  of  her  contribution.  She  has  discovered  a new  form 
of  Canadian,  one  who  is  addicted  not  to  narcotics  but  to  the  admiration 
of  those  who  combine  corrnassion  towards  whose  who  are  ill  and  need  help, 
with  skill,  patience  and  kindness  in  helping  them.  We  are  grateful  to 
her,  not  only  for  pointing  to  us  a way  of  handling  the  addict,  but  for 
the  opportunity  of  being  charmed  by  her  presence. 

The  rebound  from  hostility  to  enthusiastic  reception  of  the  change 
in  policy  of  the  government  of  our  country  was  soon  followed  by  some 
critical  examination  of  its  new  program.  Experience  with  the  addict  has 
taught  some  that  it  is  more  satisfactory  to  treat  him  outside  than  within 
a penal  setting.  Voluntary  submission  to  treatment  is  more  effective 
than  compulsory,  or  acceptance  as  a means  of  escape  from  incarceration. 

The  addict  can  not  be  gradually  adjusted  to  a life  in  society  by 
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restricting  him  to  the  society  of  a large  group  of  his  own  kind*  This 
point  of  view  was  supplemented  by  declarations  of  the  need  of  research 
into  the  characteristics  of  the  addict  and  of  controlled  experiments 
into  satisfactory  methods  of  treatment..  The  question  of  the  need  of 
introducing  the  actual  habit-forming  drug  into  the  scheme  of  experiment 
must  be  consideredo 

Clearly  the  conference  has  given  us  reason  to  be  grateful  that 
the  hopes  of  those  who  are  most  devoted  to  solving  the  problem  of 
addiction  are  now  to  be  supported  by  government  and  the  public  attitude » 
As  with  other  steps  in  the  advance  of  human  knowledge,  this  opportunity 
serves  to  offer  heavier  challenges  to  us  than  have  hitherto  confronted 
us=  Prosperity  will  only  follow  intense  devotion  of  a small  group  to 
which  must  be  added  many  whom  they  will  train o 
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Facts  and  Figures  Relating  to  Narcotic  Control  and  Addiction  in  Canada 

R.  C.  Haimnond,  Chief, 

Division  of  Narcotic  Control, 

Dept,  of  National  Health  & Welfaire, 

Ottawa,  Canada. 


CHART  ONE 


TOTAL  ADDICT  POPULA.TION  IN 

CAmm,  BY  CLASS.  FOR  1961 

(1) 

(2) 

(3) 

Province 

Criminal 

Medical 

Professional 

Tota!\s 

British  Columbia 

1,846 

19 

7 

1,872 

Alberta 

99 

11 

2 

112 

Saskatchewan 

30 

6 

8 

44 

Manitoba 

80 

6 

5 

91 

Ontario 

78o 

75 

52 

913 

Quebec 

201 

76 

39 

316 

New  Brunswick 

— 

6 

2 

8 

Nova  Scotia 

6 

20 

7 

33 

Prince  Edward  Island 

— 

2 

1 

3 

Newfcoindland 

- 

3 

• 

TOTALS 

3,048 

224 

123 

3,395 

(l)  Criminal  Addicts 

include  all  cases  where  we  have  record  of  the 

person  since  1951 

. Not  all 

of  these  , 

addicts  have  been  convicted 

under  the  Narcotic  Act.  Some  addicts 

are  included 

in  this  class 

who  have  no  known 

criminal  : 

record  but 

have  a criminal  background 

or  criminal  associations. 

(2)  Medical  Addicts,  refer  to  those  who  have  scaie  medical  condition 
upon  which  addiction  has  become  superimposed,  or  to  persons  who 
became  addicted  through  meiical  treatment.  Very  few  persons  in 
this  class  have  any  cnlniiiial  backgTound.  Names  are  dropped 
frem  this  group  if  v.^e  have  no  adverse  record,  from  a narcotic 
standpoint,  during  the  past  five  years.  The  steady  decrease  in 
this  class  continues  and  we  new  have  224  medical  addicts 
compared  with  515  in  1954*  Tnis  is  due  to  a nxamber  of  old  cases 
dropping  off  and  a lessening  in  the  number  of  new  cases  coming 
to  our  attention.  Our  policy  of  corresponding  with  physicians 
when  addicting  drugs,  particularly  the  synthetics,  are  being 
made  available  to  persons  suffering  from  chronic  disease,  is 
showing  definite  results. 

(3)  Professional  Addicts  are  members  of  the  related  medical  professions, 
including  pharmacists  and  nurses.  In  this  group,  availability  of 
supply  plays  an  important  partj  doctors  utilizing  narcotics  obtained 
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over  their  own  signatures  and  nurses  generally  pilfering  supplies 
frcm  their  places  of  employment.  The  regular  decrease  in  this 
class,  from  333  in  1954  to  123  in  1961,  has  continued.  Names 
are  deleted  from  this  class  after  five  clear  years,  or  through 
the  decease  of  the  addicted  person. 

Sunanarv  - The  main  increases  in  the  number  of  active  criminal  addicts 
were  in  the  provinces  of  British  Columbia  (59)  and  Ontario  (58)  with 
minor  increases  or  decreases  in  several  of  the  other  provinces,  for 
a net  increase  of  119  (3048  - 2729). 

Criminal  addicts  under  twenty  years  of  age  have  dropped  to 
45  from  the  49  shown  in  i960. 

Conclusion  - The  addiction  situation  appears  relatively  the  same  as  in 
the  past  few  years,  as  shown  by  the  over-all  addiction  figures  for  the 
past  eight  years. 


1954  - 3,212 

1955  - 3,425 

1956  - 3,241 

1957  - 3,315 


1958  - 3,412 

1959  - 3,408 

1960  - 3,295 

1961  - 3,395 


i 


Appendix  I - R.C.  Hammond 


111 


73  H 

a 0 

A 

-4 

A 

-4 

1 — 1 

o 

CO 

A 

0 -P 

vO 

vO 

NO 

nO 

o 

A 

O 

Pi  O 
C3  Em 

A 

1 — 1 

rH 

cv 

1 — 1 

'O 

A 

0 

-4 

A 

NO 

cv 

A 

1 

1 

rH 

(xilA 

vO 

nO 

cv 

A 

cv 

0 

CV 

iH 

rH 

-P 

O 

1 

1 

CO 

CA 

£>- 

U3 

A 

Eh 

A 

1 — 1 

A 

O 

rH 

cv 

iH 

A 

A 

• 

PhI  ' 

1 

1 

1 

1 

1 

1 

1 

CO 

s 

. 1 

>£il 

1 

' 

Ai 

1 

rH 

rH 

1 

00 

CA 

nO 

1 

1 

1 

1 

1 

• 

0 

3 

Pul 

■ iH 

1 

1 

o 

CO 

A- 

A’ 

A 

SliH 

rH 

1 — 1 

cv  -d- 

CM  sO 


I 


CO 

n) 

CO 


nJ 

-P 


o 

PQ 


vO  to 

fc|vO  o 


.CO  I 

sicv 


tjL4|c^  ir\ 

pL,!  I I 

SIcv  I 


fc.VA  o 

. I rH 


I — I 
irv 


CV2 
I — I 


'40 


c\i 


cr- 


cvi 

UA 


Sic^ 


O OJ 

c*^ 


• O 

S|vO 


CO 

C 

O 

•H 

a 

;3 

o 

o 

o 


I vO 
(— I 


I CA 

UA  rH 

I CO 


UA 

rH 


I vO 


<D 

O 

•H 

> 

U 

(D 

CO 


0) 

-P 

pi 

-P 

•H 

-P 

CO 

O 


0 

«H 


0 

OT 

pi 

O 

X 


0 

u 

0 

Mi 

O 


"O 

0 


•H 

CO 


C»A 

CNi 


rH 


CO 

-d- 


0 

0 

rH 

«T3 

CO 

rH 

0 

O 

•H 

5h 

0 

rH 

O 


£>- 

H 


CO 


00 

Oi 


-4-  CV 
UA  UA 


tJ 

0 

rH 

rH 

•H 

Mi  - 
0 , 
C 
PP 


0 

Sh 

0 

Pi 

o 

X 


rH  l>- 

CV  UA 


I 


I 

rH 

I 

I 


UA 


cn 

CO 


I 


rH  I 
I CV 


• vO 

cv 


I CNi 


I 

CO 


I 


I I 

rH  rH 

I I 

rH  rH 

rH  C<A 


rH  iH 
rH  rH 


00  vO 
-J-  O 


rH  UA  OA 

H ON 
rH 

CA  CA  CA 

rH  CA  O 

rH  vO 


I> 

CV 


I 

iH 


I 

CNJ 


CA  cv 

I O 


cv 


-4 

vO 


-4 

CA 


CA  CO 
iH  nO 


CA 


£> 

iH 


C\i 


I I 


UA  I CA 


CA  CA 
CV 


O-  CO  CNi 

iH  CA 

-4 


O 

-P 


00 

CA 


O 

CO 

CA 

4 

cv 

1 


■vO 


CA 

UA 


>o 


CV 


nO 

(Al 


CA 

vO 


A- 

-4 

CA 

vO 

A 


C 

0 

> 

•H 

CO 

-P 

0 

ra 


0 

C 

o 

•H 

-P 

O 

•H 

> 

C 

O 

o 

0 

u 

0 

Cm 

Cm 

•H 

73 

C 

O 

0 

Pi 

0 

Cm 

Cm 

•H 

TJ 

0 

a 


o 

j3 

0 

0 

Pi 

0 

0 

C 

O 

*H 

-P 

a 

pj 

o 

o 

o 


0 


0 

0 

0 

•v 

0 

0 

0 C 

0 

0 

0 0 

G 

o 

o a 

•H 

Pi  0 

0 

d 

pi  73 

3 

-p 

rH 

o 

d 

O O 

d 

iH  0 

•H 

73 

0 O 

0 

0 O 

p 

0 

Q 

0 :s 

rH 

R 

d -H 

0 

•H 

OJ  1 

0 

c 

O 73 

Cm 

0 

•H 

•H 

•H  0 

•H 

S 

iH  Pi 

Pi 

0 

0 fi 

a 

0 

o 

C 

0 0 

0 

H> 

0 1 

0 

0 

Pi  CO 

CO 

Pi 

0 d 

0 

0 

• • 

PJ  CO 

0 

0 

Cm  O 

d 

rH 

0 

§ 

d 

■P 

O 2 

0 

O 

p 

P 

0 

0 

d 

Pi 

d 

o 

o 

CO 

X 

w 

Eh 

P3 

2 

2 

occupation  has  been  shown  in  most  cases. 
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National  Health  & Welfares  We  have  no  known  criminal  addicts  in  provinces  of  New  Brunswick, 
Prince  Edward  Island  or  Newfoundland. 
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In  some  instances  the  drugs  stolen  were  recovered » 

Some  of  the  Codeine  stolen  was  in  preparation  form. 

Same  barbiturates  and  amphetamines  were  stolen  but  no  statistics  have  been  compiled  for  these  drugs  for  1961 
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These  statistics  prepared  from  records  in  the  Division  of  Narcotic  Control,  Department  of  National  Health 
and  Welfare. 
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CHART  TWO 

DETAILS  OF  CONVICTIONS  UNDER  THE  NARCOTIC  CONTROL  ACT  AND 
OoN,Do  ACT  FOR  THE  CALENDAR  YEAR  1962 

(Based  on  Information  received  up  to  December  28,  1962) 


Total 

Convictions 

Sentence 

Ccramitted 

Province 

Male 

Female 

Without  Opi 

Newfoundland 

2 

- 

2 

Prince  Edward  Island 

- 

*> 

- 

Nova  Scotia 

- 

- 

New  Brunswick 

- 

- 

- 

Quebec 

7 

7 

U 

Ontario 

52 

38 

90 

Manitoba 

2 

- 

2 

Saskatchewan 

- 

- 

- 

Alberta 

9 

4 

13 

British  Columbia 

113 

48 

I6l 

181_ 

,7 

282 

Of  the  above,  there  were  18  males  and  4 females  in 
British  Columbia,  as  well  as  one  male  in  Ontario,  with  two 


convictions 
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TATEMENT  SHOWING  SENTENCES  AWARDED,  BY  PROVINCE,  UNDER  THE  NARCOTIC  CONTROL  ACT  AND  O.N.D.  ACT  DURING  THE  CALENDAR  YEAR  1962 

(Based  on  information  received  up  to  December  28,  1962) 
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NUMBER  OF  NARCOTIC  AND  NON-NARCOTIC 
CONVICTIONS  ON  25  CURRENT  CARDS 


NARCOTIC 


NON-NARCOTIC 


6 

7 

1 

2 

3 
6 
1 
1 
1 
1 
1 
1 
2 

4 
3 
1 

5 
1 
1 
3 
1 
1 
2 
1 
9 


12 

10 

4 

5 
1 
8 

3 

13 

1 

6 

16 

6 

2 

10 

2 

19 

8 

1 

19 

4 
1 

15 

10 

2 

14 
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APPENDIX  II 


AN  EXPERIMENTAL  APPROACH  TO  THE  PROBLEM  OF  DRUG  ADDICTION 

R»  Halliday,  MoB,,  D,P,M«,  Director, 
r-',rcotic  Addiction  Foundation  of  B.C. 

In  SeptaTiber,  1955,  the  Narcotic  Addiction  Foundation  of  British 
Columbia  Vfas  coFiStituted  uiidcr  the  Societios  Act,  with  the  following 
purposes  and  objectivas  as  set  out  in  the  constitution,  viz. 

a)  To  premote,  conduct  and  direct  progra-ms  for? 

1.  the  treatment  of  narcotic  drug  addicts | 

2o  the  rehabilitation  of  narcotic  drug  ?ddicts| 

3»  the  development  and  co-ordination  of  community  resources 
for  the  rchabilitaiicn  of  na.rcotic  addicts. 

b)  To  promote  and  conduct  a community  program  of  research  in 
narcotic  drug  addiction  in  its  medical,  legal,  social  and 
other  aspects,  with  a view  tos 

1.  making  possible  experimentation  and  research  in  new 
methods  of  treating  and  rehabilitating  narcotic  addicts  5 

2.  developing  community  education  in  the  prevention  of 
narcotic  addiction. 

Summo.rized,  the  aims  and  objectives  of  the  Found.ation  are  concerned  with 
1)  research;  2)  ediication;  3)  treatment;  4)  rehabilitation; 

5)  prevention. 

Within  the  framev/ork  of  this  constitution,  a policy  directed 
toward  the  treatment  of  the  narcotic  addict  as  a voluntary  patient  has 
been  established. 

By  "voluntary"  one  moans  that  the  addict  either  on  his  own  referral, 
or  the  referral  of  othorn  - family,  friends,  physician,  social  agencies, 
enforcement  officers  - may  ask  for  treatment  of  his  addiction  and  related 
problems  without  being  under  any  legal  compulsion  to  do  so.  Whilst  it  is 
recognized  that  controls  are  a necessar;’'  element  to  therapy  it  has  been 
postulated  that  these  controls  must  be  accepted  by  the  individual  and 
should  be  applied  within  the  comm’inity  if  successful  therapy  is  to  be 
achieved. 

Conversely,  the  treatment  programs  for  addicts  in  such  centres  as  the 
United  States  Public  Health  Services  Prison  Hospitals  at  Fort  Worth, 

Texas,  and  Lexington,  Kentuclcy,  ha\’'e  not  been  notable  for  any  high  degree  of 
abstention  among  former  patients.  Follow-up  studies  suggest  that  not 
more  than  25%  (at  a maccimum,  and  probably  very  imrch  less,)  of  addicts 
treated  in  these  circumstances  continue  to  absta.in  (Pescor)l. 


It  is  appropriate  at  this  point  to  discuss  the  term  "cure"  as  it  is 
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applied  to  addict So  The  canmon  statement  that  is  made,  is  'you  can’t  cure 
addicts*',  and  the  consequence  has  been  a nihilistic  approach  to  what  is 
admittedly  a most  difficult  problem.  Howe'ver,  one  can  state  in  the  same 
terms,  'you  can’t  cure  a diabetic  or  a multiple  sclerotic*',  but  one  can 
treat  these  conditions  effectively  in  many  instances,  and  with  continuing 
treatment,  supervision  and  management  help  these  patients  to  a more  or 
less  successful  adjustment  to  their  condition,  themselves,  and  their 
relation  to  society. 

The  same  is  true  of  many  medical  complaints  for  which  there  is  no 
known  cure,  if  one  is  to  use  this  term  in  an  exact  sense.  It  is  well  to 
keep  this  sense  of  perspective  and  proportion,  otherwise  the  problem  of 
the  addict  is  approached  with  a sense  of  helplessness  and  frustration. 

Further,  one  might  also  ask,  in  regard  to  treatment  of  the  addict, 

•■vdiat  constructive  attonpts  have  been  made  to  understand  and  treat 
addiction?  Have  the  medical  profession  and  its  allies  in  the  health 
services  made  ary  thorough-going  research  into  this  problem  with  a view  to 
approaching  it  in  a realistic  way?*' 

It  was  because  such  questions  were  in  the  minds  of  the  Directors  of  the 
Board  of  the  Narcotic  Addiction  Foundation,  stimulated  by  the  study 
undertaken  in  1951-52  by  the  Community  Chest  and  Councils  of  Greater 
Vancouver  into  the  problem  of  narcotic  addiction,  that  this  policy  was 
adopted  by  the  Directors  of  the  Board  of  this  community  centred  organization. 

Dr.  LoE.  Ranta  in  his  submission  to  the  Special  (Senate)  Committee  on 
the  Traffic  in  Narcotic  Drugs  in  Canada  (1955)  had  recommended  that  “the 
Senate  Committee  give  consideration  to  recanmending  that  a narcotic 
institute  be  established  in  Vancouver,  under  the  direction  of  a suitable 
voluntary  health  agency  and  financed  by  federal  and  provincial  funds,  in 
order  to  further  voluntary  trea'tment,  rehabilitation  and  follow-up  of 
narcotic  addicts  and  to  sponsor  and  conduct  research  in  these  areas *'.2 
Later,  in  1956,  at  the  completion  of  the  research  study  into  ‘‘Drug 
Addiction  in  British  Columbia' , directed  by  Dr.  George  Stevenson,  this 
recommendation,  among  others,  was  made  in  the  report  -"It  is  recomnended 
that  adequate  -treatment  facilities  be  available  for  addicts  on  a voluntary 
basis". -^(p. 654)*  Further  recommendations  in  this  report  concerned  making 
available  other  treatment  facilities  within  the  Provincial  Mental  Health 
Services,  and  to  "amend  the  Hospital  Insurance  Act  to  authorize  payment  to 
general  hospitals  or  private  sanatoria  for  withdrawal  treatment ‘‘^(p.  654)* 

With  the  financial  support  of  the  Provincial  Government  of  B.C. 

(in  the  form  of  an  annual  grant  provided  for  in  the  Budget  estimates  of  the 
Department  of  the  Provincial  Secretary)  the  Narcotic  Addiction  Foundation 
has  pursued  the  policies  noted  above.  At  the  present  time  it  has  a staff 
consisting  of;  two  psychiatrists,  both  part-time,  and  one  (the  writer) 
acting  as  Executive  Directory  a psychologist  on  a sessional  basis 5 four 
social  workers,  six  psychiatric  nurses 5 an  administrative  assistant | a 
secretary  and  a stenographer Sand  a cook-housekeeper. 

From  time  to  time  volunteers  have  worked  in  the  administrative  offices 
and  thanks  are  due  to  the  Volunteer  Bureau  of  Greater  Vancouver  for  this 
service  and  support. 

Until  1958,  in  spite  of  a great  deal  of  seeking  and  searching  no  adequate 
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premises  in  which  to  carry  out  the  policies  and  programs  of  the  Narcotic 
AdcU.ction  Foundation  could  be  obtained.  To  a considerable  extent  this 
was  due  to  the  community  attitude  towards  the  addict  and  his  problem, 
based  on  lack  of  knowledge,  and  a defensive  fear  of  a prejudice  against 
having  anything  to  do  with  him.  Consequently  when  sites  that  seemed 
suitable  were  selected  and  approaches  were  made  towards  renting  or  buying 
such  places,  the  local,  neighbors  would  veto  accepting  a treatment  centre 
in  their  midst.  However,  in  May,  1958,  premises  close  to  the  Vancouver 
General  Hospital  were  obtained  which  would  allow  for  the  beginning  of  a 
small  residential  program  (4  beds)  for  male  patients,  with  space  for 
administrative  and  clinical  offices. 

The  present  Executive  Director  was  appointed  in  September,  1958,  and 
was  instructed  to  extend  the  outpatient  program  and  initiate  the  residential 
program  as  soon  as  possible.  Counselling  (social  work)  and  nursing  staffs 
were  appointed  and  the  residence  program  was  begun  in  December,  1958.  In 
October,  I960,  the  outpatient  department  and  the  clinical  and  administration 
offices  were  transferred  to  new  premises.  It  was  then  possible  to  increase 
the  bed  space  in  the  original  premises  to  a maximum  of  10  beds. 

All  phases  of  treatment,  following  initial  examinations  and  assessments, 
are  carried  out  in  the  residence,  including  withdrawal,  rehabilitation  and 
after-care.  A suitable  program  involving  individual  and  group  psychiatric 
treatment  and  coxinsellingj  occupational  and  recreational  therapy  and  social 
therapy,  has  been  developed.  Attempts  are  also  made  to  secure  sxiitable 
accommodation  and  employment  for  patients  when  they  leave  residence  and 
have  completed  this  phase  of  treatment. 

The  outpatient  program  continues  in  the  new  offices  and  with  the 
exception  of  the  occupational,  recreational  and  social  therapies,  is 
much  the  same  as  the  inpatient  program. 

The  initial  interviews  are  for  the  purpose  of  making  a psycho-social 
assessment  and  diagnosis,  and  include  examinations  by  the  counsellor 
and  the  psychiatrist,  and  where  possible  those  with  whom  the  patient 
appears  to  have  a current  meaningful  relationship,  e.g.  spouse,  family, 
friends.  Psychometric  examinations  are  also  completed  to  determine 
inteljjLgence  level  and  personality  make-up,  and  then  a plan  for  therapy  is 
discussed  with  the  patient. 

It  will  be  evident  from  what  has  been  stated  that  female  patients 
cannot  be  treated  separately  in  any  residential  facility  within  the 
jurisdiction  of  the  Narcotic  Addiction  Foimdation  as  no  such  facility  yet 
exists.  Until  the  late  spring  of  1962  the  Salvation  Army,  through  the 
good  offices  of  Brigadier  Pike,  permitted  the  use  of  their  beds  in  the 
Amy’s  Catherine  Booth  Home  for  Women.  Under  this  arrangement  one 
female  addict  could  be  admitted  at  any  one  time  and  when  she  was  discharged 
another  addict  could  taJce  her  place.  The  staff  of  the  Narcotic  Addiction 
Foundation  provided  medical  care  to  such  patients  and  the  social  worker 
provided  case  work  services.  While  this  arrangement  was  a helpful  one, 
it  did  not  meet  the  needs  of  the  situation  so  after  some  careful  thought  it 
was  decided  to  open  the  Foundation’s  residence  to  female  as  well  as  male 
patients.  In  preparation  for  this  a female  psychiatric  nurse  had  been 
appointed  to  the  staff  some  months  before  and  was  employed  by  this  time  on 


Appendix  II  - R.  Halliday  xvi 

the  same  basis  (including  for  example,  duties  on  the .night  shift)  as  the 
male  nurses.  Since  the  late  spring  of  1962  residential  treatment  facilities 
have  been  available  to  female  patients  and  up  to  the  end  of  December  1962, 

29  female  patients  have  been  admitted. 

This  situation  creates  many  difficulties  in  the  treatment  of  the 
addict,  since  many  of  them  need  the  application  and  support  of  external 
controls,  in  the  early  months  of  treatment  and  rehabilitation. 

This  is  particularly  true  of  the  so-called  ‘^criminal  addict'*  - 
those  addicts  -who  obtain  their  dr\igs  on  the  **black  market**  and  have  to 
steal  or  prostitute  in  order  to  obtain  the  money  to  do  so.  (Currently 
the  cost  of  one  capsule  of  adulterated  heroin  ranges  between  $15  - $20 
and  the  average  daily  use  is  about  3-4  capsules.  This  means  that  the 
average  addict  spend  $50  - $60  daily  on  drugs.  To  get  this  money  the 
male  addict  has  to  steal  goods  worth  approximately  three  times  this 
amount,  i.e.  $150  - $180,  and  continue  to  do  so  every  day.  (ihe  cost  to 
the  community  is  enormous).  Since  most  of  the  patients  who  attend  for 
treatment  at  the  Narcotic  Addiction  Foundation  belong  to  this  group 
arrangements  have  been  made  to  work  with  patients  during  their  stay  in 
prison,  as  and  when  this  may  occur,  and  to  fo3J.ow  them  on  release,  whether 
on  parole  or  not. 

Itecent  studies,  notably  that  conducted  by  the  New  York  State  Parole 
Board,  have  indicated  that  the  extensive  use  of  parole  along  with  other 
treatment  resources  on  a follow-up  basis,  in  the  addict *s  community,  is 
likely  to  produce  more  lasting  results  in  terns  of  abstention  and  socio-lTy 
related  behaviour,  than  any  other  method  tested  so  far. 

The  Federal  Government  of  Canada  is  examining  the  possibilities  of  this 
method,  and  recent  legislation  indicates  that  parole  services  will  be  more 
extensively  and  intensively  used  in  the  future.  Treatment  services  mil 
also  be  made  available  to  convicted  addicts  in  special  dmig  treatment  centres, 
the  first  of  which  is  due  to  be  built  in  the  Fraser  Valley  near  Matsqui,  B.C. 

To  date,  with  the  exception  of  small  programs,  such  as  that  at  Oakalla 
Prison  Farm,  there  has  been  no  systematic  treatment  available  to  the 
convicted  drug  addict,  and  no  follow'-up  in  the  community.  The  federal 
government  plans  will,  hopefixUy,  fill  in  some  of  these  gaps,  however  much 
still  needs  to  be  done  at  the  promncial  and  local  community  level  if 
comprehensive  treatment  and  rehabilitation  programs  are  to  be  developed 
and  sustained. 

Up  to  the  end  of  the  1961  - 62  fiscal  year  the  total  number  of  new 
patients  who  had  been  referred  or  v:ho  referred  themselves  to  the  Narcotic 
Addiction  Foundation  was  male  531^  female  221,  total  752. 

Table  I shows  the  nimiber  of  patients  who  have  been  referred  during  each 
year  of  the  Foundation's  operation  and  it  is  readily  seen  that  there  has 
been  a great  increase  over  the  years  in  the  number  of  referrals,  particularly 
since  1959  when  mthdrawal  treatment  by  methadone  (a  synthetic  narcotic) 
was  introduced.  As  noted  earlier,  withdrawal  is  attempted  for  outpatients 
as  well  as  for  inpatients.  It  may  be  interesting  to  note  in  this  connection 
that  insofar  as  we  have  been  able  to  determine  in  1961  - 62  out  of  a total 
of  509  withdrawal  treatments  begun  (217  male,  94  female  patients  were  involved) 
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333  "withdrawals  were  completed,  i«e.  approximately  During  the  same 

time  78  patients  were  admitted  to  residence,  of  whom  11  were  not 
addicted  on  admission.  Of  the  67  remaining, '38  completed  the  "withdrawal 
program,  that  is  56/^.  Looked  at  from  the  point  of  view  of  withdrawal 
alone,  these  figures  suggest  that  withdrawal  may  be  effective  "with  the 
ambulant  patient  equally  as  well  as  with  the  patient  in  the  controlled 
residential  setting.  Those  patients  in  residence  who  did  not  complete 
"withdrawal  discharged  themselves  in  most  cases  before  this  part  of 
their  treatment  was  completed  and  did  so  primarily  because  they  were 
^^J^iwilling  to  accept  the  necessary  controls  of  the  residential  trea"tment 
program. 

Other  statistical  data  which  are  appended  in  Tables  II  to  X give  a 
picture  of  the  group  of  patients  who  have  sought  help  at  the  Foundation 
during  1961  - 62.  In  general,  the  figures  agree  with  those  published 
from  different  centres  in  regard  to  the  socio-economic,  cultural, 
educational  and  vocational  background  of  addicts  and  other  socially 
dislocated  people. 

It  has  not  been  possible  so  far  to  assess  with  ary  degree  of  accuracy 
the  success  or  otherwise  of  this  program  in  terms  of  having  achieved  an 
abstention  rate  among  narcotic  addicts  which  is  better  than  that  achieved 
by  such  centres  as  for  example  the  United  States  Public  Health  Services 
Hospital  at  Lexington,  Kentucky.  An  evaluation  of  the  over-all  work 
of  the  Narcotic  Addiction  Foundation  of  B.C.  is  currently  being  done 
and  will  be  reported  in  due  course.  There  is  no  doubt,  however,  that  a 
considerable  number  of  addicts  who  have  continued  in  trea"bment  have 
modified  their  pattern  of  addiction  and  general  anti-social  behaviour 
and  abstained  both  from  drugs  and  crime  for  months  at  a time,  which  they 
would  not  have  done  had  this  seirvice  not  been  available  to  them.  It 
would  also  be  true  to  say  that  "within  the  addict  colony  as  a whole,  there 
is  more  conflict  within  its  members  about  continuing  to  play  the  role  of 
the  addict  than  was  the  situation  heretofore.  Mary  old  time  addicts 
have  expressed  this  attitude  in  varying  ways  and  we  believe  that  this 
is  due  to  the  simple  fact  that  sane  treatment  facilities,  inadequate  as 
they  may  be  in  various  ways,  are  now  available.  The  point  at  issue  here 
is  that  as  the  role  of  the  Narcotic  Addiction  Foundation  has  become 
more  widely  known  in  the  Vancouver  community,  it  has  become  more  difficult 
for  the  addict  to  defend  his  position,  which  he  could  do  before,  with 
the  arguments  that  being  an  addict  he  needed  help  and  none  was  available 
to  him.  We  believe,  also,  that  the  educational  program  which  has  been 
developed  in  the  last  few  years  has  also  modified  lay  and  professional 
opinion  "with  regard  to  the  community's  role  in  attempting  to  deal  with 
the  problem  of  drug  addiction.  The  educational  program  was  in  the  first 
instance  directed  towards  medical  students  on  the  one  hand  and  community 
lay  groups  on  the  other.  It  is  interesting  that  other  professional  groups 
are  making  increasing  danands  for  specific  information  about  the  addict 
and  the  management  of  his  problem  and  we  feel  that  it  may  be  in  the  long 
run  more  effective  to  have  met  such  needs  when  these  groups  requested 
such  services  than  to  have  attempted  to  'foist"  any  educational  program 
upon  them. 
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CASELOAD  MOVMENT 


TABLE  I 

COMPARISON  OF  REFERRALS  FOR  SERVICES 
APRIL  lo  1956  to  MARCH  31.  1961 


1956-57 

1957_-58 

1958-59 

1959-60 

l960-6l 

1961-62  i 

Male 

31 

84 

66 

189 

147 

245* 

Female 

11 

21 

62 

42 

127 

93 

258 

209 

' 

3^ 

*These  figures  represent  new  and  re-opened  cases o A case  is  closed  when 
the  patient  breaks  contact  with  the  Foundation  for  two  months* 


The  total  number  of  new  patients  since 
the  Foundation  was  established  is; 


Male  531 

Female  221 


Total 


TABLE  II 

COMPARISON  OF  CASELOAD  MOVEMENT  FOR  THE  YEARS  1960-61  and  196l  - 62 


Average  Monthly 


New 

Re-ooened 

Closed 

Caseload  : 

- M 

F 

T 

M F 

T 

M F 

T 

M F T ! 

1960-61  ! 91 

1 

37 

128 

56  25 

81 

189  72 

261 

54  23  77  ^ 

1961-62  j 135 

51 

186 

110  68 

178 

245  100 

345 

86  39  125 

% increase'  48 

' 

38 

45* 

96  172 

119* 

29  39 

32 

59  69  62 

•5^e  total  percentage  increase  was  12%  for  both  new  and  re-opened  cases* 
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TABLE  III 

REFERRALS  FOR  SERVICES  OF  NEW  CASES  FOR  YEAR  1961-62  CUSSIFIED  ACCORDING 

^ to_act:  


Male 


Female 


__  _Nfflbey_ 

, Percent 

Number  __ 

Percent  __ 

- 20 

15 

11 

13 

25 

20  - 25 

32 

23 

12 

24 

25  - 30 

28 

21 

5 

10 

30  - 35 

29 

22 

8 

16 

35  ~ 40 

10 

7 

4 

8 

40  - 45 

8 

6 

5 

9 

45  & over 

8 

6 

4 

8 

Not  given 

-Ji- 

0 

_0 

Total 


135 


100 


51 


100 


A comparison  of  the  above  figures  -with  those  of  previous  years  shows  little 
difference  in  the  various  age  groupings®  There  has  been  a slight  increase  in 
the  number  of  f quale  patients  under  25  years  of  age  (about  5^)*  but  all 
other  figures  are  very  similar® 


TABLE  rVs  REFERRALS  FOR  SERVICES  OF  NEW  CASES  FOR  APRI^  ;L  - DECEMBER  ;31.  1961 
CLASS;[Fm_  ACCgRDING_  TO  FAmX  STAm^TY ' 


Men 

Women 

! 

No,  ' 

% 

No. 

% 

A*  Patient  raised  in  a physically  broken 

1 heme,  one  parent  missing  during  patient *s 

35) 

) 64^ 

) 

42) 

) 1U% 

) 

1 childhood 

i 

B,  Patient  raised  in  a psychologically 

38 

14 

broken  home®  Clear  evidence  of 
continuing  family  strife,  alcoholism, 
drug  addiction  or  other  unstable 

32 

29) 

11 

32) 

behaviour. 

C,  No  clear  evidence  of  instability  in 
the  parental  home. 

D,  Not  enough  information  to  make  an 

11 

1 

10 

3 

9 

adequate  assessment 

28 

26 

J>_ 

Totals 

1 109 

100 

100 
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TABLE  Vs  REFERRAL  FOR  SERVICES  OF  MEW  CASES  FOR  THE  YEAR_lg6l_-_62 
CLASSIFY  ACCORDING  TO  Tf^IASTJ^^E  COMPLETED  IN  SCH(36l 


5 or 
less 
No.  % 

6 

No.  i 

7 

No.  % 

8 

40  29 

9 

No.  1 

10 

Np..,l_ 

11 

12  or 

more 

“Not^'^  - - 

Given  Total 

No.  % No.  % 

M 

k 3 

9 6 

14  11 

23  17 

16  12 

7 5 

14  11  135  100 

F 

4 8 

r~- 

3 61  6 12 

10  19 

7 14 

14  27 

5 10 

2 4 

0 0 51  100 

TABLE  VI;  REFERRA^FOR  SERVICgS  OF  ME¥  CASES  FOR  TM  YEAR 
CLASSIFIED .ACCpRplNGjrO  THE  AGE  t!^  LEFT  SCHOOL 


i 

J 

10 

No.  % 

11 

No.  t 

No.  % 

13 

No.  S 

14 

No.  % 

15 

No.  % 

16 

No.  ^ 

17 

No.  % 

18 

No.  % 

19 

No.  % 

Not  : 

Given  j Total 

M 

2 2 

2 2 

7 5 

5 4 

18  13 

34  25 

26  19 

26  14 

2 2 

3 a 

17  13;  1354  100 

F 

0 0 

0 0 

t 

1 2 

7 14 

12  23 

18  35 

7 14 

4 8 

. 

.1  2 

: 

-1 

0 0 



1 2 51  100 

■ 

TABLE  VII;  REFERRALS  FOR  SERVICES  OF  MEW  CASES  FOR  1961  - 62 
SMSSIF™  ACCORDING  Yo  AGE  FIRST  USED 


Under 

12 

14 

No.  % 

16 

^o.  % 

18 

No.  % 

20 

No.  % 

22 

No.  % 

N 

30 

No.  % 

Over 

30 

No.  % 

Not 
Given 
^No.  % 

Total 

No.  % 

M 

Q 0 

4 3 

14  10 

30  ^22 

20  14 

19  14 

8 6 

14  10 

15  11 

11  . s 

135  100 

F 

1 2 

_LL 

11  22 

10  20 

9 18 

6 11 

' 

4 7 

4 7 

5 9 

1 2 

51  100 

TABLE  VIII;  REFERRALS  FOR  SERVICES  OF  NEW  CASES  FOR  196l  - 62 
CUSSIFIED  ACCORDING  TO  THE  AC^  ADDICTED 


Under 

"Its*  t 

Over 

Not 

12 

U 

16 

18 

20 

22 

24 

30  1 

30 

Given 

Total 

-No...  %_ . 

-.JOS.JL 

No.  • % 

No.  'fo 

Mo.  ^ 

Mo._^ 

No.__^  J 

No.  % 

No.  % 

No  . % _ . 

No.  % 

M 

0 0 

0 .0 

8 6 

16  12 

23  17 

19  14 

17  13 

25  18 

10  8 

15  12  i 

[ 

135  100 

F 

0 0 

1 2 

7 14 

9 17 

10  18 

5 10 

4 7 

4 7 

III  1 1 V- 

5 10 

3 5 I 



51  100 
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TABLE  IX : REFERRALS  FOR  SERVICES  OF  NEW  CASES  FOR  I96l  - 62 
CLASSIFIED  ACCORDING  TO  THE  DRUG  FIRST  USED 


Morphine  Opium  Heroin  Barbo  Other  Not  Given  Total 


, No. 

/b 

No. 

No. 

% 

No. 

No. 

% 

No. 

% j 

> No. 

^ 1 

Male 

I 

.19 

i 

14  , 

6 

4 

1 

96 

71 

5 

4 

5 

4 

4 

i 

^ 1 

! 135 

100  ; 

i 

! 

i Female 

5 

10 

2 

1 

1 

4 1 

36 

69 

8 

15 

0 

0 

1 

2 ! 

1 

1 51 

100  I 

TABLE  It  REFERRALS  FOR  SERVICES  OF  NEW  CASES  FOR  196l  - 62 
CLASSIFIED  ACCORDING  TO  THE  AGE  OF  FIRST  CONTACT  WITH  POLICE 


ton- 
contact 
to.  % 

10 
No.  % 

12 

No.  % 

14 

No.  % 

16 

..No,.  % 

18 

No-  % 

20 

No.  % 

22 

Mo.  % 

Over  Not 

24  : 30  , 30  Given 

No.  ^ 1 No,  No.  % No.  % 

Total 

No.  % 

8 6 

11  8 

12  9 

20  14 

. ..  . 

15  11 

17  12 

2 1 

12  9 

4 3 5 4 ^ 4 3 25  18 

135  100 

7 14 

1 2 

22  3 

5 10 

7 14 

5 10 

1 2 

— 

7 14 

t 

OOi714'5  10  4 7 

51  100 
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EXTRACTS  FROM  REPORT  ON; 

A TWO  pM_E2ffp»ENT  IN_Tp  T^AT^NT  OF  THE  CRB1IN^_FEM^  NARCOTK  ^DICT 
AT_A^^W  MERC^_REF0RMTORY”F0R_ADULT“FM^  OFFE^^  - Nov._125i  z 

By;  Maurice  So  Flint 

B.A.,  LoTHo,  SoT.M. 

Chaplain  & Group  Therapist 


In  November,  1959>  the  officials  of  the  Department  of  Reform  Institutions 
(Ontario)  initiated  a program  for  ”An  Experimental  Project  for  the  Rehabilitation 
of  the  Female  Addict.”  The  facilities  of  the  rehabilitation  centre  so 
recently  used  for  first  offenders  (non-addict)  were  made  available  for  this 
purpose  and  the  program  was  left  to  the  discretion  of  the  Director  of  Social 
Services,  the  Superintendent  of  the  Unit,  the  Consulting  Psychiatrist  and  the 
Group  Leader. 

In  spite  of  the  nature  of  ”pharmocopsychosis”,  and  the  obvious  and 
peculiar  problems  associated  with  it,  the  decisions  was  made  to  use  the  same 
procedures  and  facilities  which  had  proven  so  acceptable  to  the  non  addicts. 
Moreover  it  was  hoped,  in  this  manner,  to  use  the  records  and  experiences  of 
the  past  year  for  comparison  and  a possible  control  in  the  present  experiment. 

Philosophy  Underlying  Treatment  Procedures •- 

Addiction  would  be  regarded  as  a - ”bondage  to  a masterful  drug,  usually 
but  not  invariably  of  the  narcotic  group”. 

This  bondage  would  be  marked  by  the  three  factors  of  - 

I Tolerance; 

II  Psychical  dependence" 

III  Habituation,  and/or  Physical  Dependence. 

The  drug  addict  would  be  regarded  as  a personality  influenced  by  the  use 
of  drugs,  but  possibly  possessive  of  personality  resources  which  might  well  be 
marshalled  to  combat  the  bondage  inherent  in  their  addiction. 

The  use  of  drugs  would  be  regarded  as  symptomatic  of  a personality 
disturbance  or  inadequacy  accentuated  by  the  ”tolerance  factor”  rather  than  a 
problem  in  itself.  That  causative  factors  must  needs  be  treated  rather  than 
the  synptoms. 

Characteristics  of  the  female  drug  addict  have  included  and  probably  would 
include • - 

- sense  of  inferiority 

- emotional  immaturity 

- sensitive  personality 

- a conpulsive  element 

- strong  tendencies  to  avoid  pain, 

conflict,  discomfort. 

The  criminal  female  addict  could  be  treated  as  a person  with  individual  and 
social  needs,  who,  if  and  when  so  treated  in  an  atmosphere  of  trust  might  well 
react  positively  expressing  personally  trust,  confidence,  and  appreciation  while 
marshalling  resources  to  meet  the  challenge  of  their  addiction. 


- repetitive  desire  to  withdraw 
a comparative  weak  degree  of 
restraint 

- difficulties  in  controlling  moods 

- selfish  (conceited) 
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There  would  be  some  marijuana  addicts  resident  in  the  Reformatory  serving 
similar  sentences  to  the  larger  grouping  of  heroin  addicts.  They  would  .be 
included  in  the  experiment  because  they  needed  help  and  the  present  rehabilitation 
centre  provides  at  present  the  best  opportunity  for  treatment.  Also  many 
marijuana  addicts  do  graduate  to  heroin  addiction  and  it  was  conceived  that  an 
early  insight  to  the  experiences  and  difficulties  of  the  heroin  addict  and  their 
painful  struggle  towards  rehabilitation  could  have  a salutary  effect  on  them. 
Moreover  members  of  the  '’marijuana  group”  would  in  many  cases  have  much  to  contribute 
to  the  group-life  and  experience  in  the  centre. 

SELECTION  COMMITTEE  AMD  THE  CRITERION  FOR  SELECTION  OF  PARTICIPANTS 


For  this  phase  of  the  experimental  work  in  the  rehabilitation  of  women 
offenders  a ’’selection  committee”  was  appointed,  composed  of  the  Superintendent 
of  the  Reformatory,  the  Consulting  Psychiatrist  of  the  unit,  who  had  inter- 
viewed every  admissee,  and  the  Group  Leader.  Criteria  governing  selection  of 
volunteers  included? 

Voluntary  participation; 

Native  intelligence  (l.Q.)- 

Age? 

Education  level? 

Past  criminal  record" 

General  behaviour  and  co-operation  in  the  unit? 

Ability  to  relate  to  others  in  the  corridors,  in  work  setting 
and  to  the  staff* 

Ability  to  trust  themselves  in  an  open  door  setting? 

Past  psychiatric  and  social  history  known  to  the  staff  of  the  unit; 

The  willingness  of  the  group  leader  to  accept  and  work  with  the 
individual  selectee. 

During  the  two  years  of  this  experiment,  November  30,  1959  - 
December  5>  1961,  10  groups  of  girls  were  chosen  from  those  expressing  a desire 
to  participate.  There  was  a constant  waiting  list  of  volunteers.  Only  one 
selectee  withdrew  after  her  orientation  meeting  but  joined  the  experiments 
during  a subsequent  sentence.  Two  girls  escaped  out  of  a total  of  78  girls,  and 
one  withdrew  on  the  advice  of  the  unit  psychiatrist  in  that  the  strain  of  the 
group  setting  was  too  great  for  her. 

TIffi  EFFECTS  OF  SELECTION 


Once  selection  has  been  made  it  is  communicated  to  the  individuals  chosen  to 
participate  about  two  hours  before  the  commencement  of  the  rehabilitation  course. 
They  are  then  permitted  to  return  to  their  corridor  of  work  unit  to  make  the 
necessary  arrangements  to  proceed  under  the  care  of  one  matron  to  the  rehabilitation 
centre.  No  time  is  allowed  for  the  new  group  members  to  come  under  the  pressures 
in  the  larger  prison  populace  and  thus  be  emotionally  influenced  either  to 
withdraw  from  the  experiment  or  be  encouraged  to  build  strong  defences  against 
the  effects  of  the  new  experience. 
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In  the  post-selection  interviews  by  the  consulting  psychiatrist  the 
factors  of  trust,  for  members  can  easily  escape  as  the  rehabilitation  centre  is 
outside  any  security  area,  choice  for  it  has  been  believed  that  they  have  volunteered 
and  are  sincere  in  their  desire  for  help,  and  the  devious  desire  of  the  staff 
to  help  them  in  their  difficulties  have  proven  positive  factors  contributing  to 
the  therapeutic  approach. 

THE  SELECTION  COMMITTEE  WAS  FACED  WITH  THE  FOLLOWING  FACTS : 

- Many  female  drug  addicts  (criminal)  in  the  care  of  the  Mercer  Reformatory 
readily  volunteer  for  treatment  in  the  rehabilitation  centre.  Only  ONE 

girl  amongst  78  selected  withdrew  when  faced  with  the  program,  stating  honestly 
her  intention  to  continue  in  her  addiction. 

- 78  girls  did  volunteer  to  participate  and  were  selected  but  two  made  the 
opportunity  to  escape  custody.  They  were  duly  apprehended  by  the  local  police 
and  incurred  added  sentences  for  escaping  custody.  96%  of  the  participants,  an 
overwhelming  majority,  continued  throughout  the  experiment. 

- However  in  dealing  with  volunteers  only  it  must  be  borne  in  mind  that  a percentage 
of  ”drug  addicts”  are  not  interested  in  or  ready  for  treatment.  The  rehabili- 
tation centre  by  no  means  meets  the  challenge  of  drug  addiction  amongst  female 
addicts. 

- Moreover  in  the  six  months  from  November  to  May,  86  girls  were  sentenced  to  the 
Mercer  all  of  whom  were  drug  addicts  but  in  the  main  their  sentences  were  for 
criminal  behaviour  other  than  drug  charges. 

Of  the  total  number  of  addicts  in  the  reformatory  population,  less  than  6^% 
are  there  on  ^narcotics”  charges  at  any  one  time.  The  sentences  for  other 
offences  are  oftentimes  much  less  than  for  ’’drug  offences”  and  consequently  less 
than  half  of  the  female  drug  addicts  are  available  even  for  short  term  treatment 
attempts  during  their  residence  in  the  institutions.  It  is  also  fairly  obvious 
that  some  female  addicts,  in  personal  and  social  difficulties  associated  with 
their  addiction,  allow  themselves  to  be  charged  on  lesser  counts  in  order  to 
overcome  their  immediate  problems  instead  of  facing  the  real  issue  of  their 
addiction. 

Inasmuch  as  the  average  sentence  for  drug  offences  at  present  is  approximately 
six  months,  and  the  presently  constituted  treatment  in  the  rehabilitation  centre 
takes  at  a minimum  two  calendar  months,  and  each  group  is  conposed  at  the  most  of 
nine  participants,  it  is  thus  only  possible  to  handle  approximately  25  girls  each 
six  months’  period.  This  is  less  than  50^  of  those  charged  with  drug  offences  and 
resident  in  the  unit.  The  addict  population  fluctuates  between  48  and  58  girls. 

When  considering  the  age,  I.Q.,  school  grades,  criminal  history,  and  being 
governed  by  voluntary  participation  it  is  obvious  that  groups  will  vary  greatly. 
Also  at  times  a critical  decision  may  be  necessary  to  include  an  individual  who 
although  possessed  of  intellect,  social  skills,  and  even  language  barriers  which 
may  prove  real  hindrances  to  any  chance  of  success,  or  which  may  well  indicate  the 
possibility  that,  for  this  individual,  the  therapeutic  experience  may  prove 
painful  in  the  extreme.  On  the  other  hand  rejection  at  such  a time  may  mean, 
for  a volunteer,  loss  of  hope*  a growing  sense  of  social  rejec^,iont  increasing 
despair;  and  may  pronpt  the  ab<andonment  of  self  to  a life  of  social  maladjust- 
ment and  criminal  behaviour. 
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Also  the  short  sentence  of  the  drug  addict  may  necessitate  the  inclusion 
of  an  individual  in  a group  in  order  that  she  may  receive  treatment  even 
though  the  composition  of  the  group  would  clearly  indicate  that  she  would 
probably  benefit  more  if  she  could  have  been  deferred  to  another  more 
’’congenial”  group,, 

The  age  range  could  not  be  too  homogenous  nor  too  diversified.  However 
useful . it  might  be  it  was  considered  impossible  to  include  people  who 
were  obviously  antagonised  by  each  other  and  were  already  acting  out  their 
hostilities.  Moreover  as  voliinteers  had  a right  to  withdraw  after 
selection  such  negative  attitudes  although  springing  from  strictly  personal 
animosities  might  well  influence  an  individual  to  withdraw  and  thus  miss 
the  rehabilitative  procedures  offered  them. 

In  the  reformatory  populace  ’’incipient”  lesbian  relationships  exist  and 
must  ever  be  acknowledged  as  a possible  factor  in  group  living.  Individuals 
may  well  volunteer  to  be  with  one  other  person  and  should  such  relationships 
exist  in  the  group  strong  negative  feelings  can  spring  up  amongst  other 
participants. 


T R E A T M E N T 


The  AIM  of  treatment  in  the  procedures  to  be  adopted  in  the  rehabilitation 
centre . 

’’The  education  of  the  girls  according  to  their  perceived  needs  and  interests, 
and  that  they  be  enabled  to  learn  in  a group  setting  their  personal  methods 
or  habits  of  relating  — and  that  this  should  take  place  with  a minimum 
disruption  of  their  existing  * social  milieu*”. 

The  daily  routine  in  the  reformtory  of  regular  work  hours,  responsibility 
for  duties,  community  living  and  enterprise,  regular  hours  and  regular  meals 
are  regarded  both  as  necessary  procedures  and  of  therapeutic  significance. 

The  selection  committee  were  made  responsible  for  the  selection  of  a group 
of  seven  to  ten  ’’girls”  (this  is  the  normal  nomenclature  for  inmate 
population  and,  irrespective  of  age  or  experience,  one  which  they  do  not  seem 
to  resent  or  dislike),  who  had  a history  of  drug  addiction. 

The  group  leader  has  no  knowledge  of  the  case  histories  of  the  group 
members  other  than  information  that  may  have  been  divulged  in  past  contacts  in 
chaplaincy  interviews. 

The  group  members  for  the  most  part  were  young  women  and  girls  who  desired 
help  with  their  problem  of  drug  addiction.  The  membership  would  include  the 
alcoholic,  the  young  prostitute,  thieves,  forgers,  the  assault  and  robbery  cases, 
those  convicted  on  the  charge  of  vagrancy,  vag.  C.,  etc.,  and  those  charged 
with  illegal  possession.  Such  behavioural  characteristics  are  regarded  as 
Symptoms”  of  intra-psychical  conflicts,  and/or  interpersonal  difficulties  in 
the  social  milieu.  If  one  might  generalize  rather  inanely,  group  members  would 
be  girls  who  were  personally  confused,  lacking  insight  about  themselves  and 
socially  maladjusted,  finding  living  in  normal  social  settings  anything  but  easy. 
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The  age  range  in  the  group  was  between  18  and  60  years  of  age,  including 
both  married  and  unmarried  persons.  Many  participants  even  though  but  18  years 
of  age  have  been  experiencing  personal  difficulties  for  many  years,  and  have 
been  maladjusted  in  society,  behaving  anti-socially  for  most  of  their  lives. 

Many  already  have  had  experience  in  various  training  schools  and  institutions. 

The  groups  in  the  two  years  of  operation  have  included  the  French  Canadian, 
those  with  Anglo-Saxon  background,  English,  Irish  and  Scottish,  with  others 
from  families  with  European  backgrounds. 

The  educational  range  has  included  the  odd  member  who  could  neither  read 
nor  write,  to  the  matriculant  and  well  experienced  business  woman.  In  the 
main  the  girls  have  come  from  broken  homes  (both  actual  and  emotionally),  the 
Children's  Aid  or  other  societies,  and  may  have  had  experience  in  foster  homes 
or  institutions,  while  some  others  have  well-to-do  and  ’’socially  respected” 
parents.  They  come  from  the  crowded  depressed  area  of  the  cities,  and  from  small 
villages  or  the  farms. 

It  was  conceived  that  if  such  group  participants  could,  in  their  confusion, 
gain  insight  into  themselves,  recognize  their  methods  of  relating  to  others, 
and  gain  an  understanding  not  only  of  their  own  problems,  but  the  difficulties 
of  others,  that  motivation  towards  rehabilitative  behaviour  might  result. 

From  the  very  apparent  limitation  of  the  ’’aims  and  goals”  of  the  experiment, 
and  the  lack  of  appraisal  or  diagnosis  of  individual  members  before  participation 
in  this  experiment  it  is  obvious  that  the  term  ’’therapy”  as  applying  to  a 
predetermined  series  of  measures  aimed  at  producing  certain  well  defined 
results  should  not  be  applied  in  this  instance.  However  the  term  ’’treatment” 
as  applying  to  a therapeutic  or  ’’helpful”  process  will  be  used  to  describe  the 
measures  adopted  in  this  experiment. 


THERAPEUTIC  METHODOLOGY 

At  the  orientation  meeting  in  the  rehabilitation  centre  the  group  leader 
outlines  the  proposed  program  for  the  next  30  sessions"  highlights  the 
”C-roup  Contract”"  and  participants  are  gien  the  chance  to  withdraw  from  the 
experiment  by  informing,  in  private,  their  corridor  matron  that  evening  and 
not  returning  to  the  second  session  on  the  following  day.  It  is  explained  that 
attendance  at  the  second  session  commits  the  individual  to  participate  until 
the  end  of  the  30  sessions.  As  has  already  been  stated  only  one  girl  did 
withdraw  from  the  first  group  stating  quite  frankly  that  she  desired  to 
maintain  her  narcotic  addiction  having  no  desire  to  change.  77  other  girls 
volunteered  to  participate  but  2 of  these  made  the  opportunity  to  escape  custody 
but  were  duly  apprehended  by  the  police  some  days  later.  Thus  96^,  an 
overwhelming  majority,  of  the  participants  vol-untarily  continued  throughout 
the  experiment. 
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THE  GROUP  CONTRACT 

This  contains  four  simple  conditions.  Each  member  must  be  prepared  - 

lo  To  endeavour  to  give  help  to  others  and  to  receive  the  same 
from  fellow  participants » 

2.  To  accept  the  stricture  of  confidentiality  and  secrecy  concerning 
the  activities  and  discussion  in  the  centre' 

3o  That  the  group  members  must  be  responsible  for  the  choice  of 
subjects  to  be  discussed  in  the  didactic  sessions* 

4»  That  toilet  facilities  must  never  be  used  communally. 

It  was  perceived  that  if  a volunteer  could  accept  and  maintain  a "Group 
Contract"  - ’^both  to  work  with  a group  and  under  no  circumstances  betray  the 
confidence  of  that  group"  that  long-standing  relationships  with  the  other 
members  of  the  "street  corner  society”  might  well  be  broken  or  at  least 
weakened  in  the  light  of  such  new  relationships  and  loyalties,  and  that 
individuals  could  grow  to  appreciate  their  own  abilities  when  under  social 
pressures. 

Moreover  it  has  been  clearly  apparent  that  participants  not  only  are  able 
to  maintain  the  group  contract  but  positively  influence  other  ’inmates"  both 
verbally  and  by  personal  example  to  volunteer  for  the  experience  in  the 
rehabilitation  centre. 


MILIEU  THERAPY 


The  Scene  of  the  Experiment 

The  rehabilitation  centre  is  a well-appointed,  two  storey  house,  situated 
on  the  grounds  of  the  reformatory  but  outside  the  security  area.  The  house 
is  a well  furnished,  well  heated  private  residence  and  is  cleaned  rigorously  and 
well  in  the  routine  of  the  institution  but  not  necessarily  by  menfcers  of  the 
group.  The  atmosphere  in  the  dwelling  is  conducive  to  relaxation,  and  as  the 
girls  say  "it’s  just  like  home"  — an  ideal  homeJ  The  sitting  room,  in  which 
two  hours  are  spent  during  the  sessions,  has  three  easy  chairs,  two  settees,  and 
one  rocker.  These  are  quickly  taken  over  by  group  members.  The  leader  uses 
a small- dining  room  chair  placed  in  the  only  vacant  spot  in  the  circle  - the 
doorway.  Group  members  repeatedly  express  their  appreciation  of  the 
surroundings  and  the  meaning  that  it  conveys  to  them. 

The  atmosphere  and  nature  of  the  physicial  setting  of  the  "rehab”  centre 
can  be  therapeutic  for  a group  member.  "It  is  beautiful  - just  like  home  * 

I wish  we  could  stay  here  all  the  time"  are  oft  repeated  phrases.  In  such  a 
setting  the  participants  are  inclined  to  question  why  they  have  been  placed  in 
the  reformatory  at  all.  There  is  a sense  in  which  they  go  back  each  night,  and 
thry  soon  begin  to  talk  about  ’Vhat  the  Mercer  means  to  them”.  The  street  cars 
are  near,  they  watch  pedestrians  on  the  sidewalk,  there  are  no  bars  on  the 
windows,  and  they  are  able  to  face  what  incarceration  means  and  what  they 
have  lost. 

With  a male  leader  and  a house  setting  there  is  a certain  amount  of 
spontaneous  role  playing  in  which  the  leader  is  spoken  of  as  the  "father"  and 
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the  matron  becomes  the  ’’mother”..  This  opens  the  doorway  to  the  oftentimes 
tender  memories  of  broken  homes  and  past  traumas  of  dreadful  in^jact  upon 
tender  lives. 

In  volunteering  to  participate  in  the  rehabilitation  group  the  individual 
agrees  to  separate  from  the  larger  group  of  inmates. 

Our  experiment  shows  that  the  group  menbers  must  be  prepared  to  face  the 
pressure  placed  upon  them  by  the  remaining  members  of  the  inmate  populace.  There 
are  evidences  that  the  inmate  population  seek  to  make  individual  group  members 
break  faith  vrlth  the  ’’rehab  group”'  they  must  face  censure  and  criticism 
for  their  ’’Square  John”  associations.  The  growing  abiJJLty  of  group  members  to 
vrithstand  such  pressure  and  to  understand  them  has  in  itself  a possible 
therapeutic  significance.  Moreover  group  members  attain  a growing  sense  of 
responsible  behaviour  as  they  uphold  the  group  standards  and  contract  in  the 
face  of  the  opposition  of  their  former  associates.  This  does  not  mean  that  they 
lose  their  old  friendships,  but  may  view  them  in  a different  light  and  will 
not  be  ”made  chicken”  at  the  slightest  provocation. 

Every  effort  is  made  to  present  to  the  group  members  that  the  ’’rehab  centre” 
will  accomplish  nothing,  but  what  one  does  in  ’’rehab  ’ could  accomplish  much. 
Effort  is  made  to  produce  a permissive  atmosphere  in  wiiich  individuals  can  be 
themselves,  express  their  feelings,  while  finding  acceptance  and  understanding 
vd.th  and  by  staff  and  fello^^r  group  members.  This  might  be  well  summarized  as 
forming  a home  atm»osphere  where  one  can  share  without  fear  the  secrets  of  one’s 
thinking. 

However,  it  is  considered  of  distinct  value  that  the  group  should  go  back 
into  the  normal  a-tmosphere  of  the  reformatory,  face  the  routine  there  and 
evaluate  what  they  learn  in  the  context  of  that  envirormient.  Rehabilitation 
starts  not  in  som.e  distant  time  but  in  the  present.  Nothing  in  the  institution 
has  been  changed,  they  act  m.ore  naturely  and  have  apparently  in  some  cases  gained 
insight  both  to  their  cvm  behaviour  and  to  that  of  others.  The  cottage  setting 
produced  the  fol?-cwing  reactions  amongst  the  participants : 

X An  evaluation  of  a ’’home  setting”' 

X An  evaluation  of  v;hat  it  means  to  be  in  a reformatory' 

X The  daily  return  journey  between  the  unit  and  the  rehabilitation 
centre  allowed  individuals  constantly  to  face  the  fact  of  their 
incar certaion. 

X The  ”home”  setting  produced  relaxation,  lowering  of  tensions,  and 
a readiness  to  lower  defences. 

X The  setting  was  conducive  to  ’’family  group”  feeling. 

Once  the  group  participants  have  been  introduced  to  their  new  setting  the 
group  leader  outlines  to  them  the  procedures  to  be  followed  during  the  next 
thirty  3-hour  sessions.  At  the  close  of  this  orientation  period  any  members  are 
permitted  to  withdraw  from  the  experiment.  If  they  return  for  the  second 
session  they  are  regarded  as  committed  for  the  whole  course,  and  will  not  be 
permitted  to  withdraw.  At  the  initial  gathering  the  following  program  is 
outlined 

1.  The  group  meets  for  four  sessions  each  week  from  3 p»m.  until  6 p.m. 

Mondays  to  Thursdays  inclusive  for  30  sessions.  Holidays  - special  days  in  the 
institution,  will  be  observed,  and  the  girls  will  participate  with  the  larger 
inmate  population. 
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2.  Each  session  is  divided  into  3 hours 

(a)  3 p.m.  - 4 p-m-  A lecture  period  in  which  the  leader  speaks  on  any 
subject  chosen  by  the  group.  All  material  is  written  on  a *’flip  chart” 
and  kept  for  future  records.  Topics  are  chosen  by  the  group  the  day 
preceding  the  session,  and  each  lecture  is  followed  by  group  discussion.  ^ 
Once  a week  on  Wednesdays  a film  is  shown  in  this  hour  period,  followed  / 
by  a discussion.  In  orientation  the  group  is  given  a list  of  some  20 

films  and  asked  to  indicate  their  order  of  preference.  The  group 
preference  is  then  marked  out  on  the  board  and  the  films  procured  in  the 
order  indicated.  / 

(b)  In  a break  of  five  minutes  the  group  prepares  the  dining  room  for  the 
evening  meal.  At  the  beginning  of  the  sessions  the  three  tables  are 

left  in  different  positions  in  the  room.  Within  the  first  three  days  the 
girls  have  asked  permission,  or  simply  placed  the  tables  end  to  end  in 
order  that  the  group  might  sit  together. 

(c)  At  4.05  p.m.  - 5.00  p.m.  the  group  take  their  seats  in  the  sitting 
room  for  a group  dynamic  session  in  interpersonal  relations.  The  leader 
refrains  as  much  as  possible  from  interpretations  and  summaries,  but  raises 
issues  of  seeming  significance  in  group  behaviour  or  individual  behaviour. 
The  group  is  generally  inclined  to  deal  with  these  issues  in  the  process 

of  its  own  development  and  growth. 

The  various  roles  of  • members  are  recognized  and  pointed  out,  although  not 
in  technical  terms.  Individuals  act  out  their  difficulties  when  verbalizing 
becomes  too  difficult,  and  the  group  tends  to  pick  such  behaviour  out  and 
name  it.  There  is  a tendency  for  the  group  to  develop  a sense  of  fairness, 
justice,  and  to  set  limits.  Members  have  at  times  felt  forced  to  with- 
draw from  the  group  when  censure  or  criticism  have  appeared  too  hard  to 
bear,  although  the  leader  attempts  to  be  avrare  of  emotional  tones,  and  to 
sense  the  "symbolic”  communications  that  are  being  indulged  in. 

All  such  material  is  recorded  by  a stenographer  who  acts  as  group 
secretary.  She  is  introduced  to  the  group,  who  quickly  accept  her  in 
her  role,  and  report  in  after-session  interviews  that  her  presence  does 
not  affect  them  adversely. 

(d)  At  five  o^clock  eharp  this  group  activity  ceases  and  the  members 
partake  of  an  evening  meal.  At  this  point  the  matron  joins  the  group 
at  the  meal  table.  This  is  a time  for  free  discussion  and  socializing. 

Many  topics  are  discussed  at  the  table,  and  a great  deal  of  value  is  placed 
by  the  girls  upon  this  hour. 

After  the  meal  the  girls  wash  the  dishes  and  tidy  the  room  while  some 
enjoy  free  time  in  which  busy  groups  form  in  an  informal  setting. 

(e)  At  6.00  p.m.  the  matron  conducts  the  group  back  to  the  main  unit. 
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It  is  evident  after  two  years  of  operation  that  the  female  criminal  drug 
addict  does  respond  to  trust  placed  in  them  and  that  in  spite  of  a ”yen”  for 
drugs  is  able  to  control  herself  and  her  yearning,  participating  in  the 
experiment;  and  voluntarily  returning  to  the  custodial  unit  to  finish  the 
sentence.  In  some  cases  this  would  mean  some  months  of  further  incarceration. 

OTHER  THERAPEUTIC  TECHNIQUES 

The  group  appraoch  utilized: 

GROUP  EDUCATION  (Didactic  and  inspirational) 

GROUP  DYNAMICS  (Interpersonal  and  analytical) 

GROUP  SOCIALIZING  - all  taking  place  in  a centre  conducive  to  a 

"milieu  therapeutic"  approach. 

GROUP  EDUCATION 

The  Didactic  Group  is  aimed  at  teaching  along  the  line  of  group  interests. 
Frequently  this  is  used  by  the  group  to  test  the  leader,  his  value  system,  and 
even  his  knowledge. 

In  these  sessions  some  thirty  different  subjects  are  chosen  by  the  group  as 
topics  for  lectures  and  discussion.  Such  topics  have  included  alcoholism, 
marriage  problems,  prostitution,  adoption,  lesbianism,  release  from  institution, 
mockery,  jealousy,  growing  up,  grief,  delinquency,  shyness,  why  people  steal, 
drugs,  depression,  anger,  tolerance,  etc.  It  is  of  interest  to  note  that  in 
thirty  lectures  the  topics  chosen  were  usually  very  similar  for  the  different 
groups,  although  the  order  of  choice  changes  considerably. 

In  all  lectures  attempts  are  made  to  present  the  data  as  objectively  as 
possible,  using  diagrammatical  presentations  whenever  possibly,  and  demonstrating 

The  somatic,  or  physical  aspects; 

The  psychological  factors* 

The  social  significance  or  meaning. 

If  religious  questions  are  raised,  as  the  group  is  composed  of  mixed 
religious  affiliations,  attempts  are  made  to  present  the  Roman  Catholic 
concepts,  the  Protestant  and  the  Hebrew  viewpoints.  Group  participation  is 
encouraged  by  questions  and  discussions. 
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TOPICS  CHOSE^‘  ^ GROUP  I4EMBERS 


Group  1-A 


Group  2-A 


I 

Group  3-A 


1. 

Orientation  & Choice  of  Film? 

1. 

Orientation  & Choice 
of  Film: 

1. 

Orientation  & Choice 
of  Film; 

2. 

Cause  of  delinquency; 

2. 

The  Miat  of  Drug 
Addiction* 

2o 

What?  Why?  & Results 
of  Addiction; 

3. 

Film;  Criminal  is  Bom? 

3. 

Film:  Money  on  the  Back 

3o 

Film:  Escape  Monkey 
on  the  Back; 

4. 

ConqDlexes  - Inferiority* 

4. 

What  to  Expect  on 

Going  Out* 

4. 

What  is  Reality? 

5. 

Inferiority; 

5. 

How  We  Become  What 

We  Are' 

5. 

Meaning  of  Jealousy? 

6. 

Guilt; 

6, 

The  Significance  of 

Hurt- 

6. 

Special  Film: 

Shyness 

7. 

Film:  Shyness; 

7. 

2 Films:  Criminal  is 
Born*  Crossroads  of  life; 

7. 

1 

Film:  Criminal  is 
Born  (Factors  contri- 
buting to  delinquency) 

8. 

Film:  Drug  Addict 

8. 

Lesbianism; 

8. 

Stubborness ; 

9. 

Guilt  & Inferiority  in  Group* 

9. 

Tensions  & Anxiety 

9. 

Lesbianism; 

o 

o 

Guilt.  Questions  from 

Group  ° 

10. 

Anxiety  (case  study) 

10. 

Recapitulation : 

What  has  all  this 

to  do  with  Drugs? 


llo  Film:  Feeling  of  Depression  11. 


Film:  Feeling  of 
Depression? 


11.  2 Films ; Borderline 

(No  time  for  film 
^Feeling  of  Depress- 
ion”) 

(No  meeting  R.C.  Religious 


12.  The  Elizabeth  Fry 

12. 

Difficulties  Experienced  12. 

Service) 

(Anger) 

in  Reformatory? 

12. 

Fear 

13 » Discussion  - Depression* 

13o 

Why  People  do  What 

13o 

Escape; 

14o  Films ; Rejection  & 

They  Do. 

Hostility- 

14. 

Dreams 

14o 

(Visit 

Film:  Feeling  of 

Depression 

of  Minister  time 

consuming) 


Decenfcer  24th  - no  meeting 


TOPICS  CHOSEN  BY  GROUP  MEMBERS 


xxxLii 


GROUP  1-.A 


GROUP  2-A 


GROUP  3~A 


15. 

How  Far  Have  We  Come? 

15. 

Films;  Escape 

Feeling  of  Hostility; 

15. 

What  Did  the  Escape 
Mean  to  Us? 

16. 

Film:  Crossroads; 

16. 

Faith; 

16. 

Film;  Drug  Addict 
(Disc.  Addiction)* 

17. 

Anxiety; 

(Returned  to  Main  Unit 
for  Superintendent’s 

New  Year  Message) 

17. 

Development  of 
Individual  Faith* 

17. 

Film;  Feeling  of 
Hostility; 

18. 

The  Will' 

18. 

Film:  Drug  Addict 

18. 

Disc.  - Hostility; 

19. 

The  Will  - cont’d; 

19. 

Shyness ; 

19. 

Disc.  - Meaning  of 
Withdrawal ; 

20. 

Film;  Escape 

20. 

Perception  --  Why  We 

See  Things  as  We  Do* 

20. 

Disc.  - Love; 

21. 

Film:  To  Your  Health 

21. 

Guilt 

21. 

Films ; Crossroads 
Overdependency; 

22. 

Persecution  - (Negative 
Feelings) ' 

22. 

Guilt  - cont’d. 

22. 

Meaning  of  Conscience 

23. 

Persecution  - cont’d 

Its  Meaning  in  the  Group* 

23. 

Film:  Over  Dependency 
Borderline 

23. 

Arousal  of  Anger* 

24. 

2 Films ; Jealousy 

Borderline • 

24. 

Cost  of  Change* 

24. 

Meaning  of  Grief* 

25. 

Jealousy,  Possessiveness, 
Trust 

25. 

How  to  Effect 

Change 

25. 

2 Films ; The  Cage 
Jealousy* 

26. 

Testing,  Confidence 
(Faith,  Its  Growth  & Use) 

26. 

Why  People  Need  the 
Stimulation  of 
Artificial  Things; 

26. 

Disc.  - Pride* 

27. 

Testing  - Also  Disc,  on 
Meaning  of  Speechc 

27. 

Films ; Jealousy 

In  Time  of  Trouble* 

27. 

Significance  of  Change 

28. 

Film:  Profile  of  A 
Problem  Drinker 

28. 

Anger  & Its  Possible 
Relationship  with 
Narcotics  * 

28. 

Disc.  - Types  of 
Leadership* 

29. 

Question  Period  - Where 

Do  We  Go  From  Here? 

29. 

Addiction* 

29. 

Films ; Howard 

Whose  Right?  (Marriage 

30. 

Closing* 

30. 

Jealousy  & 
Possessiveness  ~ 

30. 

Anxiety? 

HOLIDAY 

31. 

Testing" 

31. 

Disc.  - Hate* 

32. 

Closing  Day 

32. 

33. 

Film:  Breakdown  (Disc 
on  Mental  Stresses) 
Testing  Program 

Final  Evening  Party. 
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In  the  group  dynamic  (interpersonal  and  analytical)  sessions  ”AIMS”  are 
to  repair  loss  of  self  esteem  and  self  confidence-  give  emotional  support  and 
gain  insight  and  attain  modification  of  anti-social  attitudes  and  behavioural 
patterns  by  becoming  aware  of  inappropriate  behaviour"  to  allow  the 
individual  to  practice  new  ways  of  dealing  with  other  people.  Members  are 
helped  to  gain  insight  to  their  role  in  the  group:-  usurpers,  contenders, 
active  objectors,  faithful  servants,  translators,  collaborators,  chroniclers, 
etc. 


Such  group  work  leads  to  buzz  groups  both  in  the  ”rehab  centre”  and  the 
main  unit. 

Group  members  discuss  their  personal  problems  - lying,  stealing,  marital 
infidelity,  drink,  drugs,  their  love  affairs,  their  traumas,  physical  beatings 
by  parents,  bereavement,  etc.,  although  it  should  be  noted  most  content  has 
relevance  to  the  immediate  group  situation  and  the  emotional  affect  of  the 
moment . 

The  Social  Therapy  of  the  free  discussion  at  the  meal  table  eases  much 
tension,  allows  the  free  handling  of  "other  subjects”  and  prepares  the  group 
to  get  ready  to  return  to  the  main  unit.  The  fact  that  the  leader  and  the 
matron  eat  the  same  meals  at  the  same  table  is  nBaningful  to  the  group. 


INDIVIDUAL  THERAPY 


Individual  follow-up  is  maintained  at  the  volition  of  the  group  members 
and  some  have  maintained  their  contact  with  the  leader  both  in  the  institution 
and  since  their  release.  They  have  come  to  the  leader  bringing  parents,  husband 
or  to  continue  an  opportunity  to  talk  out  difficulties  or  new  insights. 

Individuals  have  sought  personal  interviews  during  sessions,  but  usually 
"group  decision”  is  against  this,  unless  individuals  indicate  their  desire 
to  the  group  as  a whole,  and  gain  the  group’s  permission. 

At  the  end  of  thirty  sessions  the  "girls”  are  asked  to  fill  in  pencil 
and  paper  questionnaires  as  an  attempt  to  measure  somewhat  roughly  their 
perception  of  the  total  program  and  their  participation  therein. 

Each  group  participant  has  been  interviewed  by  the  consulting  psychiatrist 
at  the  close  of  the  group’s  activity  and  his  conclusions  concerning  the 
effect  of  the  experience  in  the  rehabilitation  centre  have  been  recorded 
in  each  case. 
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SUMMARY 
AVERAGE  OF- GROUPS  --I  to  X 


Group ^ No.  I IX  III  IV^  y 


No.  ^rls 

in  group  , 

. 7 

9 

7 

■ 9 

10 

Age 

26.4 

26 

24.8 

26.3 

28.4 

School 

Grade 

10.7 

10.2 

8 

10 

8.6 

I.Q. 

102.4 

103 

88 

96.3 

93.8 

+Sentences 

of  Drugs 

2 

1.6 

1.5 

2 

2.6 

Other 

Sentences 

3o7 

7 

5 

3.7 

4.6 

+ nuirber  of  sentences 


Average  For 


VI 

VII 

VIII 

IX 

X 

Experiment 

8 

8 

7 

7 

7 

26.4 

23.3 

25.2 

27.7 

28.7 

26.32 

9.4 

10 

9.4 

8*7 

13' 

9.50 

83.5 

95.8 

94 

99.4 

98 

95.38 

1.8 

1.3 

1 

3 

3^‘ 

1.98 

4.7 

3.3 

3 

5.4 

2 

4.24 

See  detailed  reports  on  Group  IV  in  Appendix 
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DATA  REUTIVE  TO  PARTICIPANTS  IN  REHABILITATION  EXPERIMENT 


(1)  Age  Distribution  in  Years 

Age  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  38  39  41  45  50  60 


No.  Girls 

to 

to 

10  1 

6 3 

8 

1 

2 2 

2 2 

111 

1111 

(2)  School  Leaving  Grades 

Leaving 

Grade 

V VI  VII 

VIII 

IX 

X 

XI 

XII 

No.  Girls 

2 2 2 

14 

11 

25 

12 

9 

(3)  Distribution  of  I.Q.’s 

loQ’s 

45  65  70  78 

80  85 

90 

95 

100 

105 

no 

49  69  74  79 

84  89 

94 

99 

104 

109 

114 

No.  Girls 

13  3 4 

6 4 

10 

8 

15 

15 

8 

(4)  Distribution  of  Religious 

Denomination 

- 

'\ 

Denomination  Ang.  Bap. 

Congre . 

Hebrew  Mormon 

R.  C . 

United 

S.Army 

Nil 

No.  Girls 

26  4 

2 

2 

1 

24 

15 

2 

1 
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REHABUlTATION  SESSIONS  - PERSONS  INVOLVED 


Group 

Dates 

Number  Age 

Involved  Range 

Average 

Age 

I.Q. 

Range 

Average 

I.Q. 

1 

Nov. 30/59 
Jan. 23/60 

7 33-21 

26.4 

111  - 98 

102.4 

2. 

Jan .31/60 
Mar. 23/60 

9 31-20 

26 

113-80 

103 

3. 

Mar. 28/60 
May  26/60 

7 34-21 

(2  escaped) 

24.8 

102  - 71 

88 

ut 

July  24/60  9 33-20 

Sept.  14/60  (1  withdrew) 

26 

107  - 69 

96.3 

5. 

A 

Sept. 26/60 
Nov. 4/60 

10  60  - 19 

28.4 

111  - 75 

93.8 

u • 

6. 

Nov '.21/60  7 45  - 20 

Jan. 23/61  (1  withdrew) 

26.4 

104  - 48 

83.5 

7. 

Jan .30/61 
Mar. 16/61 

8 38-19 

23  »3 

109  - 70 

95.8 

8, 

Apr. 4/61 
May  25/61 

7 32-20 

25.2 

no  - 67 

94 

9. 

July  24/61 
Sept. 26/61 

7 a - 19 

27o7 

108  - 90 

99.4 

10. 

Oct. 12/61 
Dec. 5/61 

7 20-50 

26.32 

113  - 76 

95.4 

TOTAL 

78  less  4 60-19 

28.7 

n3  - 48 

96.2 

+ See  detailed  reports  in  Appendix  on  Group  IV 
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THE  SUMMARY  OF  THE  PRESENT  STATUS  OF  THE  PARTICIPANTS  INDICATE  THAT”. 

36  (46,2^)  HAVE  BEEN  RELEASED  AND  NOT  RECONVICTEDo 

Periods  free  in  society  are;- 

Months 

Free  26  24  23  22  21  18  17  16  15  12  11  10  8 7 4 3 

Noo  of 

Girls  1 231211133221123 


42  or  53<>8^  have  been  reconvicted 

1 has  been  in  society  since  expiry  of  last  sentence  some  ll'|  months. 
1 is  now  completing  government  rehabilitation  course  - electronics. 
30  (3Go4^)  have  been  reconvicted  for  illegal  possession  of  dmgs. 

10  (12 085^)  have  been  reconvicted  on  other  charges. 


Under 

4 
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STATISTICS  ON  36  {kh.2%)  RELEASED  AND  m RECONVICTED 


Group  I 

Total  7 

2 

in  Society 

23 

months 

3 

23 

months  - working 

4 

ft 

24 

months  - on  appeal  in 
manslaughter  charge 

5 

tt 

22 

months 

one  30  day  VagoCo Charge 

15  months  ago 

6 

»f 

26 

months 

Group  II 

Total  9 

3 

it 

23 

months  - working 

9 

ft 

24 

months 

Group  III 

Total  7 

3 

tt 

21 

months 

(2  escaped) 

6 

tt 

21 

months 

•♦Group  IV 

Total  9 

1 paroled  in  society 

15  months 

4 

in  Society 

16 

months 

5 

It 

17 

months 

6 

it 

18 

months 

Group  V 

Total  10 

3 

tt 

15 

months 

6 

tt 

10 

months 

7 

tt 

15 

months 

Group  VI 

Total  8 

4 

tt 

7 

months 

(1  withdrawn) 

7 

tt 

12 

months 

Group  VII 

Total  8 

2 

It 

11 

months  - working 

4 

ft 

10 

months  - working 

7 

tt 

12 

months  - General  Hospital 

8 

tt 

11 

months 

6 

It 

12 

months 

Group  VIII 

Total  7 

Z 

tt 

8 

months 

Group  IX 

Total  7 

2 

It 

3 months  - but  is  on  drugs 

3 

It 

3 months 

4 

It 

4 months 

5 

It 

4 months  - but  is  on  drugs 

6 

tt 

3 months  - but  is  on  drugs 

7 

It 

2 months 

Group  X 

Total  7 

2 

It 

Deported  U.SoA. 

3 

tt 

1 week 

4 

It 

2 months  - but  prostituting 

5 

On  parole 

but  on  drugs  in  parole  violation 

6 

tt 

2 months  - but  prostituting 

7 

tt 

3 weeks  - working 

+See  detailed  reports  in  Appendix  on  Group  IV 


STATISTICS  ON  42  (53*3^)  RELEASED  AND  RECONVICTED 


JQOCX 


Group  I Total  7 


Group  II  Total  9 


Group  III  Total  7 


4Group  IV  Total  9 


1 free  6 weeks  To  Kingston  on  a drug  charge, 

7 free  6 months  To  Mercer  for  6 months  DoA.  Charge~ 

now  in  Society  II5  months. 


1 free  1 mcnth  Reconvicted  for  9 months 

Free  since  Dec.  I960  - now  completing  9 months 
of  rehabilitation  course  in 
electronics. 


2 free  7 months  Reconvicted  on  2 mos,  Vag.C. Charge 
free  8 months  **  6 ” Illegal  Poss. 

free  1 month 


4 free  7 months 
free  2 months 


Reconvicted  on  theft  charge  3 mos. 
” Illegal  possession  - 

Kingston 


5 free  13  mos. 

6 free  9 months 

8 free  14  months 

7 free  23  months 


Reconvicted  illegal  possession 
12  months 

Reconvicted  illegal  Possession  - 
Kingston 

Reconvicted  30  days  Vag.C, 

” illegal  possession  - 

Mercer  1 year. 


1 escapee 

2 

4 free  14^  mos. 

5 free  95  mos. 
free  25  days 
free  3 mos. 

7 escapee 


Reconvicted  illegal  possession  - 
Kingston 

Reconvicted  illegal  possesion  - 
Kingston 

Reconvicted  3 months  for  theft. 
Reconvicted  Vag.  Charge  2 months 
Reconvicted  Vag,  Charge  2 months 
»?  w 2 

” Vag.C.  Deportation  - 

Scotland, 


2 free  13  mos. 

3 free  parole 

free  9 mos, 

7 free  3 mos, 
free  9 mos. 

8 free  2 mos. 

9 withdrawn  from 

group 

free  7 mos, 
free  2 mos. 


Reconvicted  illegal  possession 
18  months  Mercer 
Reconvicted  on  broken  parole 
3 months 
Hospitalization , 

Reconvicted  illegal  poss.  6 mos. 

Reconvicted  30  days  Vag.C. -6  mos. 
Illegal  Poss.  Still  in  Custody. 
Unable  to  take  pressure. 

Reconvicted  illegal  poss.  6 months 
” ” 4 months 


„+  See  detailed  reports  in  Appendix  on  Group  IV 


RECONVICTIONS:  cont»d 
Group  V Total  10 


Group  VI  Total  8 


Group  VII  Total  8 


Group  VIII  Total  7 


Group  IX  Total  7 

Group  X Total  7 


1 

free 

12  months 

Reconvicted 

Vag.C. Charge  - 

■ 2 months 

2 

free 

5 

months 

Reconvicted  illegal  possession  18  mos 

4 

free 

12  days 

Reconvicted 

illegal  possession  6 mos. 

free 

6 

moso 

?» 

12  mos 

5 

free 

6 

mos . 

ti 

9 mos 

8 

free 

6 

mos . 

jt 

2 yrs. 

Kingston 

9 

free 

3 

mos. 

Reconvicted 

Vag  o C . charge 

- 3 mos. 

- 30  days 

Theft 

3 mos. 

10 

free 

12  mos. 

Reconvicted  3 months. 

1 

free 

5 

mos. 

Reconvicted  Vag.C.  charge 

- 30  days 

2 

Reconvicted 

illegal  possession  - 

Kingston 

3 

Reconvicted 

Vag.C.  charge  3 raos. 

5 

free 

2 

mos. 

Reconvicted 

illegal  possession  1 yr. 

Reconvicted 

theft  3 mos. 

8 

free 

3 

moso 

Reconvicted 

illegal  possession  6 mos. 

1 

free 

2 

moSo 

Reconvicted 

theft  3 mos. 

free 

1 

moso 

») 

illegal  poss. 

6 mos. 

3 

free 

1 

month 

t? 

ff 

12  mos. 

5 

free 

5 

mos. 

t» 

ff 

12  mos. 

1 

free 

4 

mos  o 

Reconvicted 

illegal  poss. 

18  mos. 

3 

free 

1 

mos  o 

tf 

12  mos. 

4 

free 

1 

mos. 

9 mos. 

free 

1 

moso 

15  mos. 

6 

free 

5 

mos. 

ft 

12  mos. 

7 

free 

8 

mos. 

tf 

Vag.C. Charge 

60  days 

1 

free 

4 

mos. 

Reconvicted 

illegal  poss. 

12  months 

1 

free 

2 

mos  0 

Reconvicted 

Vag . C . charge 

30  days 
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0 B S E R V A T I 0 N SAN  D CONCLUSIONS 


In  that  87^  of  the  known  criminal  female  addicts  of  Ontario  spent  time  in 
the  Mercer  Reformatory  during  the  past  twenty-four  months  their  treatment  is  of 
utmost  importance  to  the  population  as  a whole,  and  possibly  to  the  individual 
addict.  Many  addicts  spend  their  first  period  of  incarceration  in  the  Mercer 
Reformatory  and  their  treatment  at  such  time  may  well  be  of  critical  inportance 
to  their  whole  future. 

The  large  percentage  of  drug  addicts  in  total  inmate  population  cannot 
help  but  influence  that  total  population.  Segregation  oftentimes  .ensures  that 
the  "segregated  group"  is  granted  "status”  by  other  inmates,  while  to  be 
segregated  often  makes  individuals  feel  important,  superior,  or  even  "dangerous". 
Such  feelings  motivate  "acting  out"  behaviour  to  substantiate  their  reality. 

The  criminal  female  addict  will  volunteer  for  treatment  procedures, 
accepts  responsibility  in  a minimal  security  (open  door)  setting,  and  responds 
positively  to  group  therapy  procedures. 

A battery  of  group  psychological  measures  and  psychiatric  interviews 
before  and  after  the  group  experience  indicate  positive  gains  by  a majority  of 
the  participants.  These  gains  are  made  in  but  30  three-hour  sessions.  There  are 
indications  that  these  therapeutic  procedures  are  far  too  short,  and  need 
supplementation  by  added  services. 

The  length  of  55 » 8^  of  the  sentences  served  by  the  drug  addict  population 
would  exclude  them  from  the  type  of  therapy  conducted  at  the  Mercer  unit. 

The  gains  made  in  the  therapeutic  procedures  by  individual  participants ‘are 
inadequate  to  meet  the  challenges  confronting  such  participants  as  they  regain 
society.  The  aftercare  statement  indicates  that  the  average  drug  addict  needs 
an  agency  to  which  they  can  turn  any  hour  of  day  or  night  and  because  of  their 
inadequacies,  immaturities,  and  inexperience  need  constant  care-filled  attention. 

The  criminal  female  addict  is  not  necessarily  better  equipped  to  face  the 
challenges  of  society  living  after  90  hours  of  therapy,  but  may  by  virtue  of 
new  insights  be  more  vulnerable  and  less  confident  than  heretofore. 

r 

" ■ The  custodial  setting  is  probably  more  conducive  to  therapeutic  procedures 
for  drug  addicts  than  other  settings.  The  ordered  life,  discipline,  freedom 
from  drugs,  regular  diet,  and  protective  support  probably  makes  therapy  possible 
but  it  is  indicated  that  such  a setting  has  but  limited  possibilities. 

Drug  addiction  is  but  a syiiptom  of  a maladjusted  life.  Abstinence  from 
the  "drugs  may  well  bring  to  the  surface  such  problems  as  chronic  indulgence  ■ 
in  alcohol,  neurosis,  psychopathology,  aggravated  character  disorders,  con^Dulsive 
behaviour,  etc. 

■Constant  attempts  to  refer  numerous  cases  to  hospitals  and  clinics  have  ^ 
failed  for  varying  reasons :- 

1.  Individuals  may  not  be  motivated  to  accept  treatment. 

2.  Individuals  may  lack  essential  qualities  to  use  preferred  treatment. 
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i.  -Availatl-e  ti’Cc-tErnt  Ldlieu  crtling^s  are  neb. acceptable  to  the 
dru~  ad'Ii.ct . 

4«  'Phe  n:cdi.cal  j-rc-leccicn,  on  the  Vv‘holc  at  the  present  have  neither  the 
timoj  the  faci'litlcj.  the  perpcnnel,  nor  the  motivation  to  attempt 
the  tree '.rsii'''  ci  bhc  criinj.tial  c.ru{3  auoicto 


Jo. 


Such  statsmn.rte  h.ve  bee'.-  reis  by  cn  the  tbaff  of  at  least  three 

hospitilc  , r cnitoyc 


The  youth  of  tic  vlrig  .■■.i^et  rhan  rch::'oi!iitative  processes  be 

m^intrined*  K:n;'/:-r  thi.:r  ic.y-ivr  ’ a:.o-’rln;Lng  from  drugs,  will  oftentimes 

need  couetart  uri  i ••■i.n  n'tr c f-ippert  if  they  are  to  gain  the 
security  cf  ncrnal  3-'.:io:.u.  .■-'rrlnoo 

AFI'Il?,  CARF  REPORT  SUM4RT 

Wlisn  a feiiv?,le  drug  addict  is  released  from  custody  today  she  faces  such 
an  abrupt  change  in  lier  rode  cf  ZlrLng  that  it  is  almost  inpossible  to  orientate 
iicrself  vrlthout  going  bad:  to  faiiiiliar  friends,  criminal  activities,  and  drug 
addiction.  Tlio  fo?J.conjeg  are  aome  of  the  problems  the  after-care  worker  has 
observed  and  exper.ier.ced  vrlth  thecn  girls  ?.n  the  last  seven  months 


A)  l^-sy  are  forced  to  return  to  families  who 

have  been  imabi.;  ''o  cope  vm.th  them  before,  li\'e  alone  in  a single  room,  or 
take  up  residence  with  a friend  v;ho  often  has  the  same  unstable  background. 


3)  NSCSSSITIEl  ClJZl 
do  thing,  car  tc.ckets 
-cecessities,  all  cf  ni 


lich 


'Ids  induder.  the  need  cf  adequate  and  suitable 
travel'rJ.ng  to,  work,  personal  and  basic  household 
CL-ra  very  difficult  for  the  girls  to  obtain  initially. 


Z)  ~ a g:‘r3.  cemes  to  the  point  of  wanting  to 

work  she  nr’.st  oiton  waj.t  a week  for  an  appointment.  There  is  not  follow  up 
p.'j.an  once  she  is  erphoyed.  The  girls  often  D.cse  a job  and  before  more  plans  can 
ie  ms.de  they  get  dJ.r-c;.  vged  and  gc.ve  up  in  that  the  waiting  period  again 
may  be  lengthly, 

Q)  .r kig' j i'-' " Viith  regard  to  emplojrns it  offices,  welfare  centres, 

hospital  clinics,  the  g.Lr  Jo  efisn  meet  UM-kcrc  who  arc  c\irious,  do  not  under- 
stand, or  feel  tc  wevt:  with  a D-.A.  is  hepoiese,  irith  the  result  the  girl  leaves 
never  to  rnhe  ^'cn ;.r  Jr" 


i'-' -7  vh.e."'  have  numerous  facets  in  their 

maladjustmenb  ilui-ch  rayuro  the  help  of  several  agencies.  Often  one  finds 
each  one  has  s:ich  : t;-.c'  ca  s vi;.;uj.ai:.r  ...s  vhr.t  a girl  can  spend  hoxirs  and  wait  weeks 
for  necessary  meiicc.iicr  c ' has  te  sit  round  fer  ticree  weeks  unable  to  work 
because  the  cdlnic  s’-.e  ua.c  referred  to  can  cnly  see  her  during  the  working  day. 

t.'o-  ^ gets  a place  to  live,  adequate 

Cj.cthe3,  emplcg'rent,  tnere  is  still  notl.'ing  Icr  her  during  after  hours;  and 
she  is  too  afraid  to  jc-n  in  (‘•'-rmnitv  activities,  clubs,  or  other  groups. 

'tany  don’t  mjjid  v.-crld.ng  bat  it  is  the  leisure  hours  which  lead  them  back  to 
their  old  pattern  cf  living. 
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^EMEICE  WITH  MALE  NARCOTIC  ADDICTS  AFTER  RELEASE  FROM  PRISON 


A.  K.  Couse,  M.S.W., 

. Executive  Assistant, 

John  Howard  Society  of  Ontario 

The  following  data  are  provided  as  background  for  examining  the 
experiences  of  social  workers,  in  the  Toronto  office  of  the  John  Howard  Society 
c f Ontario,  with  narcotic  addicts  released  from  prison. 

The  data  were  gathered  on  twenty  male  adult  criminal  offenders  who  have 
had  a consistent  history  of  narcotic  addiction. 

The  data  were  gathered  as  a result  of  a survey  of  case  histories  and  case 
recordings,  not  as  a systematic  research,  and  should,  therefore,  be  regarded 
with  appropriate  caution. 

The  twenty  men  had  been  seen  by  the  Toronto  office  in  a total  of  58 
separate  after-care  experiences  following  imprisonment.  These  e^qDeriences  have 
taken  place  between  the  years  of  1950  and  1962.  Supporting  information  and 
data  were  available  from  institutional  sources. 


GENERAL  BACKGROUND 


lo  Age  Last  Time  Under  After-Care 


4.  General  Intelligence 


Age  Group 


32  - 37 
38  - 43 
44-49 
50  - 55" 
56  - 61 


Men 

' 3 

3 
6 

4 
4 

2^ 


2.  Marital  Status  Last  Time  Under 
After-Care' ' 


Legally  married  2 
Common  law 

relationship  7 
Separated  4 
Divorced  2 
Single 


20 

3*  Education  Complete 


Grade  Men 


8 or  less  8 

9 2 

10  4 

11  2 

12  3 

13 

■ 20 


Above  average  4 

Average  14 

Below  average  2 

20 

5.  History  Mental  Illness 

History  1 

No  History  19 

20 


6.  History  Major  Physical  Handicap 

History  8 

No  history  12 

20 

7.  History  Minor  Physical  Handicap 

History  9 

No  history  11 

20 

8.  Work  Skills 

Labor  General 


and  Factory  12 
Sales  1 
Clerical  4 
Tailor  1 
Truck  Driver  1 
Draughtsman  1 


20 
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CRIMINAL  BACKGROUND 


1.  Criminality  Antedates  History  of  Narcotic  Use . 

: i Clear  indication  19 

Possible  indication  1 

20 

2.  Criminal  Behaviour  in  Other  Family  Members 

Criminal  behaviour  3 

No  criminal  behaviour  ' 17 

20 


Pattern  of  Criminal  Behaviour  Before 

Narcotic  Addiction 

Crime  against  person 

4 

Crime  against  property 

(v/ith  aggression) 

10 

Crime  against  property 

5 

Fraudulent  crime 

1 

Sexual  crime  - . 

Nil 

Penal  History 

(^Total  Court  Dispositions  by  Type) 

20 

Type 

Number 

Gaol  or  fine 

Reformatory  or  Provincial 

99 

Institution 

71 

Penitentiary 

81 

251 

Adjustment  to  Imprisonment 

Good 

14 

Fair 

4 

Poor 

2 

20 

Specialized  Institutional  Treatment  Experiences 

IZPe 

Men 

No  special  treatment 

Group  of  psychiatric  treatment 

11 

(Kingston  Pen.) 

Narcotics  Anonymous  Group 

3 

(Kingston  Pen.  1950) 

2 

Mimico  Drug  Addiction  Clinic 

3 

Lexington 

1 

20 
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iMAhCOTIC  ADbxoTiOw  BACKGROUND 


lo  Approximate  Ag.e  Narcotic  Addiction  Bepian 

A^e  Number  of  Men 


17  2 

23  1 

24  1 

25  1 

26  3 

27  2 

28  1 

29  2 

31  1 

35  1 

36  1 

37  1 

40  1 

Not  established  2 


20 


2.  Apparent  Span  of  Narcotic  Addiction 

Years  Number  of  Men 

Not  established  2 

5 1 

6 1 

8 1 

11  1 

13  2 

14  1 

16  1 

17  2 

18  1 

21  2 

22  1 

23  1 

24  1 

25  1 

27  _1_ 

20 


3.  Special  Association  With  Female  Narcotic  Addicts 


No  special  relationship  5 
Legal  wife  - addict  2 
Common  law  wife  - addict  7 
Close  relationship  with  addict  - prostitute  2 
Friendship  with  female  addict  2 
No  data  2 


20 
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4-  Possible  Substitute  Addiction 


No  indication  2 
Not  sufficient  data  2 
Alcohol  15 
Alcohol  plus  barbiturates  1 

20 


5 o Abstention  From' Narcotics  Since  Original  Addiction 

No  abstinence  claimed  or  indicated  6 men 

Abstention  claimed  or  apparent  14  men 

20  men 

Abstention  confirmed  during  after-care  11 

6,  [Length  of  Abstinence  Periods  Claimed  and  Confirmed 


Individual  Periods  Claimed 

Periods  Confirmed 

1 

17,  13,  24  months 

24  months 

2 

24  months 

24  months 

3 

6 months,  3 years 

3 years 

4 

6 years,  3 years 

3 years 

5 

6 months 

6 months 

6 

2 years,  1 year 

2 years  - 6 months 

7 

6''’months 

Nil 

8 

2 years 

6 months 

9 

4 years 

I5  years 

10 

k\  years 

years 

11 

2 months 

2 months 

12 

6 months 

6 months 

13 

2 years 

Nil 

14 

1 year 

Mil 

DATE  DUE 


